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PREFACE
"And the Lord spoke to Moses in. the desert of Sinai
in the tabernacle of the covenent,

the first day of

the

second month, the second year of their going out of Egypt,
saying: 'Take the sum of all the congregation of the children of Israel by their families, and houses, and the names
of everyone, as many as are of the male sex, from twenty
years old and upwards, of all the men of Israel fit for war,
and you shall number them by their troops, thou and Aaron'"
(The Old Testament).
The above procedure, described in the Book of Numbers, took place thousands of years ago and its process con.tinues into our present.

Whether it be for the military,

the tax collector, the planner, whoever and whatever, human
beings assiduously collect demographic data on their fellow
beings.

This study modestly follows the tradition of

colle~

ting, sorting, sifting, and analyzing data which hopefully
reveals something of the people involved.

It describes one

small aftercare population involved in weekly meetings of a
therapeutic social club over a period of three years.
objective and subjective data are used.
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CHAPTER I
DEFINING THE STUDY
Introduction
Background of Therapeutic Social Clubs
A therapeutic social club is a form of group process therapy in which voluntary members, both patients and
therapists, meet socially.

It differs from a regular so-

cial club and from most ex-patient-run clubs in its use of
paid and volunteer leaders, both with and without psychiatric training.

The terms therapeutic social club and ex-

patient club have been used interchangeably.
Ex-patient clubs.

Wechsler (1960, pp. 48-51) re-

ported two different orientations in ex-patient clubs.

One

kind was run by ex-patients themselves, the other professionally led.

Practices within both kinds ranged from:

self-help therapy to group psychotherapy, structured meetings to informal social interactions, open membership for
all former mental patients to closed membership for "alumni"
of a particular institution, and screening of potential
members to non-screening acceptance.
Therapeutic social clubs as ex-patient clubs.

To-

day, a therapeutic social club can be interpreted to be a

1

2

speciiic kind OI ex-patient club in that it is a social
experience with pre-arranged leaders, usually under the
sponsorship OI a mental health Iacility.

According to

Becker, Murphy, and Greenblatt (1969, p. J07), Brody (1969,
pp. 188-190), Olshansky (1962, pp. )64-)66), Winston,
Papernik, Breslin, and Tremblath (1972, p. )029), a proIessional staii is helpiul_ through their ability to lead a
group without stiiling initiative and Iostering dependence.
Generally, group socialization meetings are not
seen as a time IOr conventional therapy or Ior the administration OI medication.

Rather, therapist and client mem-

bers relate on a more equal basis in an atmosphere which is
social.

Ideally, a newcomer or observer would not imme-

diately perceive diiierences between patient and staii
members.
Psychiatric Value OI Therapeutic Social Clubs
Social clubs seem to be universal.

They revolve

around the needs OI human beings to relate socially with
each other.

Schwartz and Schwartz (1964, p. 208) and

Strauss (1969, p. 159) noted that IOr aitercare patients
this is especially important since so much OI their maladaptive behavior had· its origin, and is currently maintained, in Iaulty interpersonal relationships.
Bierer (1969, pp. 160-161) developed therapeutic
social clubs in England.

In 19)8, at Runwell Hospital,

J
social clubs began with inpatients and because they were
successful, were then extended to outpatients as community
based activities.
Therapeutic social clubs, according to Bierer (1969,
p. 71) extended the social interaction systems of Moreno
and Slavson to more natural interactions.

Treatment was

seen to be within the context of a life situation; growth
occurred through experiencing the situation.
Difficulties in Determining Psychiatric Value
Work oriented values.

The practice of any form of

recreational therapy often is influenced by a work oriented
value system.

Play becomes psychologized and planned acti-

vities are aimed at fulfilling specific goals (Pattison,
1969, pp. 8-10).

O'Morrow (1970, pp. 226-233) agreed that

this kind of value system infiltrated the structure of psychotherapeutic techniques in rehabilitation.

This struc-

ture, in turn, influences the kinds of measurements used to
assess the activity's value, e.g., Did the individual get a
job?

Was he/she rehospitalized?.
Enriching lives.

It is possibly shortsighted to

measure the efficacy of therapeutic social clubs in terms
of jobs obtained and/or rehospitalization.

It is even ques-

tionable if this one activity, by itself, can significantly
influence recidivism.and reemployment.
stated that an outpatient club with

Jones (1960, p. 3)

weekly~eetings

was

4
inadequate for aftercare needs of individuals who were
chronically unemployed and/or had serious character disorders.
Lamb and Goertzel (1972, p. 134), in studying the
vocational and social rehabilitation of discharged longterm patients, believed that higher rehospitalization for
the high expectency group, as compared to a group in a low
expectency environment, had to be examined along with the
greater number of days spent out of the hospital by the
high expectency group.

When this was done, it was felt

that the high expectation setting contributed to an increase
in the patient's level of vocational and social functioning.
Thus, a non-achievement direction of assessment was identified, i.e., enriching lives.
This new goal in rehabilitation does not imply that
methods which reduce recidivism are unnecessary.

Rather,

another dimension, enrichment of lives, is added to criteria for evaluating success in therapeutic socialization.
It is difficult to measure and tenuous to reliably ascertain, yet as a goal it fits more meaningfully into a program which emphasizes social interaction for the sake only
of fulfillment in such interaction.
Statement of Research Problem
Club-design.

The study's therapeutic social club

is a self contained program of sustaining care.

The term

5
self contained is used to denote clubs which exist independently of comprehensive socialization programs.
The club meets once a week for approximately two
and a half hours.

Content of meetings is based on emergent

needs of both patient population and staff.

Now in its

fourth year of continuous operation, it is voluntarily used
by members for as long or short a time as needed.

Each mem-

ber decides when to terminate simply by not appearing.

The

only qualification for membership is previous hospitalization for mental illness.

Some of the members receive other

treatment at the sponsoring mental health center, others do
not.

In any event, members do not participate in an inte-

grated program of multiple activities, such as a day hospital, only"because no such integrated program exists at
the center.
Limitations in evaluation.

The club has no accom-

plishment work expectations for its members, nor does it
measure its success in terms of recidivism.

It attempts to

fulfill what Schwartz and Schwartz (1964, p. 307) described
as the "therapeutic value of ordinary human relationships".
The club's value as enrichment is implied through voluntary
attendance after an initial visit.

Krebs (1971, p. 73) no-

ted that mental health centers can learn about programs
through examining attendance since it indicates if a program
was accepted and, when accepted, there is the possibility

6
that attendees were helped.
Problem.

Some former inpatients participate in

post hospital followup treatment, others do not.

Only the

individual has the right to decide whether or not to participate in aftercare services.

However, a mental health

center must make aftercare services available.

To do this,

often with limited funds, they need group programs.
Therapeutic social clubs are a group procedure
which can be unselectively available for all aftercare
patients discharged into a community.

The relevance of

therapeutic socialization for formerly hospitalized patients is indicated throughout rehabilitation literature.
Rawls (1971, p. 60) found that readmissions to mental hospitals felt less at ease in social situations and were less
often members of clubs than non-readmissions.

In studying

re-entry groups, Houpt, Astrachan, Lipsitch, and Anderson

(1972, p. 146) reported that former mental patients felt
their greatest difficulties were feelings of loneliness,
isolation, shame, stigma, diminished self esteem and
inadequacy.
Olshansky (1962, pp. J64-J66) noted that growth of
therapeutic social clubs in the United States was limited
by membership problems.

These were: recruitment, i.e.,

patients who could most benefit from club participation did
not join, those who did not need it, joined; membership

~·
~\

7
required identification as ex-mental patient; programs emphasized transitional care; weak cohesiveness existed because of patients' range of symptomatology; commonality was
only through the experience of previous hospitalization;
distance from meeting places impeded

atte~dance;

profes-

sional leadership was lacking; and imbalance in membership
resulted when chronic, sick groups dominated a club and repelled new, healthier members.

With the goal of avoiding

some of these problems, Winston et al. (1972, p. 3029) reported satisfactory club functioning resulted when simultaneous transitional and ongoing care were available, with
professional supervision, to patients who experienced the
club as an organic outgrowth of hospitalization.
Resource material is scarce in the area of self
contained therapeutic social clubs.

Although nine specific

reports of self contained therapeutic social clubs were located, five of them with definitive patient data, no extensive study similar to Wolkon's (1970, pp. 215-221) aftercare
patient characteristics in a comprehensive socialization
program, was identified.
Since membership information is needed to assess a
club's value as an aftercare service, the study examined
multiple variables which might reveal characteristics of the
attending population in a self contained therapeutic social
club.

Because other groups may benefit from the experience

8
of one therapeutic social club, organizational and functional processes were described.
Purpose of the Study
The purpose of the study was to analyze characteristics in a patient population of a self contained therapeutic social club and to describe some of the organizational and functional processes of the club during the
first three years.
Objectives
Objectives of the study were to provide the sponsoring mental health center with information about an
aftercare service which unselectively1 recruited in one
catchment area, and to develop guidelines as suggestions
to other groups interested in operating therapeutic social
clubs.
Procedures
To analyze the patient population, 13 variables
were selected: attendance, social functioning, age, sex,
race or ethnic group, education, Public Aid, year of entry,
living·arrangement, distance from meeting, concurrent
treatment, prior hospitalization, and weather conditions.
Subjects' attendance was measured for a six month
1 In going through the records, only two cases could
be found in which individuals had never been extended an
invitation to attend, because of acting out behavior judged
as unsuitable to the club.

9
period beginning with their initial visit to the club, and
based on distribution of the total population, the subjects
were grouped according to level of attendance.

Subjects•

social functioning was measured with the Social Functioning
Index (SFI), an instrument constructed for use with the
study's therapeutic social club, and based on distribution
of subjects evaluated with the SFI, level of social functioning was determined for them.

The population was then

described on the basis of the variables listed above.

Fol-

lowing this, the high, average, and low attendance groups,
and the high, average, and low social functioning groups,
were analyzed for significant differences within the respective groups relative to the previously listed variables.
Operational processes were divided into organization and function.

Organizational procedures were identi-

fied, and functional developments were discussed relative
to: staff interest, staff interaction at club meetings,
inter-staff communication, continuity in meeting time, club
room environment, and content of meetings.
Significance
Aftercare services.

The following questions will

be examined in order to give the sponsoring mental health
center information relative to an aftercare service.
1.

In terms of age, sex, race, education, and prior hospitalization, which aftercare patients

~ttended

the club?

r"···
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A.

Was the ethnic population of the catchment area
proportionately reached?

B.

In what way did aftercare patients living with
families utilize services of the therapeutic social
club?

C.

As a free public health service, was the club dominated by Public Aid recipients?

D.

To what extent did living distance from location of
club meetings affect attendance?

2.

What, if any, characteristics significantly differentiated high attendees from low attendees?

3· How many, and what kinds of aftercare patients did not
return after an initial visit to the club?

Was this

group significantly different from repetitive attendees?

4.

What was the social functioning level of individuals
who attended?

5. What characteristics, if any, significantly differentiated patients with high social functioning from those
with low social functioning?

6.

In what way did year of entry affect attendance and
social functioning?

7. How was prior hospitalization related to social functioning?
8.

To what extent did weather conditions affect attendance?

9.

To what extent did patients in a therapeutic social
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club participate in other interaction therapies, e.g.,
individual and group psychotherapy?
Measurement of social functioning.

The Social

Functioning Index (SFI) was constructed for this study to
measure such variables as alertness, energy, self control,
social contact, etc. within the context of a therapeutic
social club.
The SFI is a unique instrument 2 in that it directs
patient

asse~sment

away from traditional diagnostic cate-

gories toward assessments based on observable behaviors
within a

semi~protected

social situation.

The patient's

social functioning score on this instrument may be compared
either on all items (combined score), or on the ten component areas of the instrument.
obtain overall comparisons
club.

Total scores were used to

betwe~n

the patients in the

Individual component scores were used to reveal

specific strengths and weaknesses within each patient.
Guidelines.

Guidelines for other existing and po-

tential therapeutic social clubs were explored from the
operational processes which were examined in this three
year study.

2Assessment based on social functioning during current treatment seems more relevant than diagnoses based on
prior functioning.

(·
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Conclusions
General Goals in Community Mental Health Programs
As a part of public health, mental health centers
are expected to reach the greatest number of people possible from catchment areas.

To fulfill this demand, they

cannot rely on individual treatment methods alone, but must
continue to explore preventive group therapy methods and
other procedures to provide maximum therapeutic service at
the lowest possible patient cost.
The Role of Therapeutic Social Clubs
Therapeutic social clubs can be effective both
quantitatively and qualitatively.

Quantitatively, they

reach groups rather than individuals, and are a relatively
low cost per patient service.

Qualitatively, they expand

and enlarge the aftercare patient's contacts within the
community.

Lamb and Goertzel (1973, p. 249) stated that

therapeutic social clubs, along with additional resources,
were needed to expand aftercare treatment beyond boarding
home placement.

Mendel (1974, p. 6), in discussing the

current move to phase out state hospitals, reported that
some patients need ongoing care indefinitely.
Community Mental Health Centers Act of 1963
Weston (1975, p. 2314) discussed provisions of the
Community Mental Health Centers Act of 1963.

Relative to

these provisions, evaluation of the study's club fulfills
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one of the recommended services: research and evaluation of
programs so that decision makers can modify current operating procedures and plan future programs.
Summary of Chapter
In Chapter I, therapeutic social clubs were defined through their origin as ex-patient clubs to current
practices.

The belief that they represent a more natural

form of psychiatric intervention was discussed.

Objec-

tives in rehabilitation were presented relative to the
study's research problem.

The problem was clarified and

the purpose of the study was identified.

Significance of

the study was outlined relative to: information it can
give the sponsoring mental health center about its aftercare services, contributions of the SFI in measuring social functioning, and development of guidelines for other
groups.

The role of therapeutic social clubs in fulfil-

ling general goals in community mental health programs
concluded the purpose of the chapter, which was to define
the study.
Organization of Study
Subsequent chapters are organized as follows:
Chapter II reviews the literature in therapeutic
socialization.

Reports of both self contained therapeutic
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social clubs and comprehensive socialization programs are
presented.

The chapter is concluded with a comparison of

differences and similarities of the study with those studies reported.
Chapter III describes information relevant to developmental processes within the study's therapeutic social
club.
Chapter IV explicates the data of the study in
terms of its sources, procedures for collecting, and statistical treatment.
Chapter V presents statistical results in the
study.
Chapter VI presents a summary, conclusions, and
recommendations.

Both objective and subjective data are

summarized.

•

r
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CHAPTER II
REVIEW OF THE LITERATURE
Organization of Chapter
The purpose of this chapter will be to review the
literature pertaining to therapeutic socialization in order
to: outline growth of therapeutic social clubs; analyze reported research in self contained therapeutic social clubs
and comprehensive socialization programs; and discriminate
differences and similarities of the study with reported
programs.
Growth of Therapeutic Social Clubs
Development of Socio-Environmental Processes as Treatment
Therapeutic social clubs philosophically are rooted
in the belief that socio-environmental processes themselves
can be treatment.

Mora (1967, p. 28) referred to the early

work of Pietro Pisani (1760-1837) who, as the non medical
superintendent of a mental hospital in Palermo, incorporated methods which anticipated milieu therapy.
As a theory of mental illness, socio-cultural treatment began to develop after World War I (Caplan and Caplan,
1967, p. 1506).

In its development, concepts were inte-

grated from Myerson's use of forced activities, Bierer's
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introduction of social groups, Jones' development of the
therapeutic community, and Bien's approach of group interaction as therapy (Sanders, 1967, p. 130).

Of all these

approaches, Bierer's innovation in England with social
clubs for former mental patients, directly influenced the
organization of ex-patient clubs and therapeutic social
clubs for aftercare patients.
Development in Great Britain
The growth of therapeutic social clubs was earlier
in Great Britain than in the United States because of the
influential work of Bierer.

Wechsler (1960, p. 47) esti-

mated over 200 of these clubs in England since their origin in 1940 to date of reporting.
Development in the United States
Friedman (1961, p. 645) reported an ex-patient
group which was organized in 1934 from former patients at
Hillside Hospital in Glen Oaks, New York.

He described the

group as pioneers in aftercare treatment in that he believed
they were the first of its kind in the United States.
Wechsler (1960, pp. 50-51) noted early examples
of both patient operated and professionally led groups.
These early groups included Recovery, Inc., located in Chicago, Illinois; Search, an information centered federation
of patient operated clubs; Club 103, with membership from
former patients of the Massachusetts Mental Health Center;

r ..
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Fountain House Foundation of New York, a social rehabilitation center; the San Francisco Fellowship Club; and the
Center Club in Boston.

At the time of reporting, Wechsler

(1960, p. 51) stated that ex-patient club membership in the
United States was estimated at less than 5,000.
Since Wechsler's report in 1960, there has been an
increase in popularity of comprehensive socialization programs which include clubs, professionally supervised, as
adjunctive therapy.
Act

o~

The Community Mental Health Centers

1963 probably influenced this growth, since one of

its five required services is outpatient care, and one of
the recommended services is rehabilitation.

Research: Therapeutic Social Clubs and Comprehensive
Socialization Programs
Backgr'ound
Therapeutic social clubs are far more prevalent in
practLce than is indicated by a review of the literature.
Only ntine programs were located with definitive data.

In

contrast, reported research in comprehensive socialization
programs is relatively abundant.

From these reports, spe-

cific contributions of adjunctive therapy through therapeutic social clubs could not be identified.

However, since
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research efforts generally were far more elaborate in comprehensive programs, several significant studies are included as explication of therapeutic socialization benefits.
Similarities exist between reports of therapeutic
social clubs and comprehensive socialization programs in
terms of eligible members and socializing experiences.
Differences occur in manner of reporting goals and results.
Generally, this means that goals and results of comprehensive programs are more explicit with objective data relative to recidivism and reemployment, while therapeutic
social club investigators rely on subjective and minimal
statistical data to imply enrichment of patients• lives.
The nine reported therapeutic social clubs are: an
ex-patient club from Kings County Psychiatric Hospital,
Brooklyn, New York (Winston, Papernik, Breslin, and Trembath, 1972); the Lounge Program at Knickerbocker Hospital,
New York, New York (Parras, 1974); a club at the New York
Medical College-Metropolitan Hospital Community Mental
Health Center, East Harlem, New York (Masnik, Bucci, Isenberg, and Normand, 1971); ·a club at Sinai Hospital, Baltimore, Maryland (Krebs, 1971); a club in Denmark (Wagner,
1965); The Wender Welfare League, Hastings-on-Hudson, New
York (Friedman, 1961); the Living Room Club at the Postgraduate Center for Mental Health, New York, New York (Waxenberg and Fleischl, 1965); a club at Eastern

State·Hospita~

~·
~
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Lexington, Kentucky (Man, 1970); and Recovery, Inc., Chicago, Illinois (Low, 1967).
Comprehensive socialization programs selected for
analysis are: a program in the San Mateo County Department
of Public Health and Welfare, San Mateo, California (Lamb
and Goertzel, 1971, 1972); Hill House, Cleveland, Ohio
(Wolkon, 1970; Wolkon, Karmen, and Tanaka, 1971); Fountain
House, New York, New York (Goertzel, Beard, and Pilnick,
1960); a program at Family Service, Hyattsville, Maryland
(Fisher, Nackman, and Vyas, 1973); a program at the Veterans Administration Hospital, Palo Alto, California (Vitale
and Steinbach, 1965); and a program at the West Philadelphia
Community Mental Health Consortium, West Philadelphia, Pennsylvania (Scoles and Fine, 1971).
Organization of Reported Research
Both therapeutic social clubs and comprehensive socialization programs are analyzed with these questions in
mind: What are the goals of the program? Who participates
in a program? Is the program transitional or ongoing treatment? Do patients·improve? What conclusions may be of value
to other groups?
What are the goals of the program?
To increase socializing skills was basic in all reported programs.

In order to ascertain whether or not this
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was achieved, these objectives were identified: increased
functioning, lower recidivism, and increased employment,
for patients participating in the respective programs.
Increased functioning was determined by Wolken et
al. (1971, pp. 317-318) through an examination of intermediate results in a comprehensive socialization program;
Wagner (1965, pp. 116-119) reported his interest in preventing suicide through patients' membership in a therapeutic social club; and Man (1970, p. 19) added a goal of
catalyzing patients to assume club responsibility so that
professional leaders could be phased out.
Relative to recidivism and reemployment, Lamb and
Goertzel (1971, pp. 29-34; 1972, pp. 471-475) measured the
effects of high expectation and low expectation environments on discharged long term mental patients involved in a
comprehensive socialization program; Wolken et al. (1971,
pp. 314-322), in addition to examining intermediate results,
measured recidivism and reemployment as "societal payoffs";
and Low (1967) organized Recovery, Inc. in order to lessen
recidivism and prevent chronicity.
Additional objectives which do not fall into any of
the above areas weres Wolken's (1970, pp. 215-221) description of personal characteristics in clients involved in a
comprehensive socialization program; and Waxenberg and
Fleischl's (1965, pp. 173-179) assessment of therapist
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attitudes toward therapeutic social clubs.
Who participates in a program?
Former hospitalized patients.

All reported pro-

grams except one, based membership on former hospitalization in a mental institution.

The one exception was Waxen-

berg and Fleischl's (1965, pp. 173-179) group, in which
members were obtained from individuals concurrently in individual or group psychotherapy, whether or not they had
prior hospitalization.
High schizophrenic population.

The predominant

diagnosis for attendees was some form of schizophrenia.
The term, chronicity, was also used by some investigators
to describe populations,
Wolken (1970, p. 216) reported that three-quarters
of the population in

~

comprehensive socialization program

had some form of schizophrenia.

Goertzel, Beard, and Pil-

nick (1960, p. 55) reported 80% of the patients at Fountain
House, a social rehabilitation center, were schizophrenic,

13% had other psychoses, and 7% were non-psychotic.

Parras

(1974, p. 95) stated that the population of a lounge program was 68% schizophrenic, with 14% chronic depression the
next largest group.

Masnik et al. (1971,

p. 165)

noted

that the membership of a therapeutic social club was
largely schizophrenic with lesser representations of affective disorders, psychoneuroses, and organic brain syndromes.
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Krebs (1971, p. 75) described the members of a therapeutic
social club as chronic psychiatric patients.

Lamb and

Goertzel (1971, p. 29; 1972, p. 472) defined the population
in a study of a comprehensive socialization program, as
long term discharged patients from a state hospital.
Multiple hospitalizations.

Studies generally indi-

cated a majority of subjects had more than one prior hospitalization.

Long term patients from state hospitals,

terminated because of current phasing out operations, contributed to the membership of various programs.
Proportional representations of age, sex, race.
Each of these factors seemed to be proportionately distributed in all studies except one.

Goertzel et al. (1960,

p. 56) reported Fountain House participants were two thirds
men and one third women.
Inclusion of relatives, friends, inpatients.

Rela-

tives and friends were explicitly involved in The Wender
Welfare League (Friedman, 1961, p. 645), Recovery, Inc.
(Low, 1967). and Family Service (Fisher et al., 1973,
pp. 131-141).

The·West Philadelphia Mental Health Center

program (Scoles and Fine, 1971, p. 80) included boardinghouse landladies.

The Lounge Program (Parras, 1974, P• 95)

invited inpatients.
Participation of staff.

Staff was an integral part

of all programs except Recovery, Inc. (Low, 1967), the
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Lounge Program (Parras, 1974, p. 95), and The Wender Welfare League (Friedman, 1961, p. 645).
Is the Program Transitional or Ongoing Treatment?
Both approaches.
proaches.

Some programs included both ap-

Winston et al. (1972, p. 3029) specifically did

not define termination parameters to the membership.

Rathe~

the therapeutic social club was to be used as each individual needed it, i.e., as a transitional or as an ongoing experience.

Lamb and Goertzel's (1971, pp. 29-34; 1972, pp.

471-475) high expectation and low expectation study implied
both transitional and ongoing treatment in that individuals
in a high expectation setting may achieve a higher level of
independent functioning, while those in a low expectation
setting may continue as boardinghouse residents.

The Scoles

and Fine (1971, pp. 75-82) program was ongoing for its
boardinghouse residents and more likely to be transitional
for other participants.
Transitional.

Although ongoing treatment was not

eliminated, Parras (1974, p. 93) implied that the Lounge
Program was transitional in.that it revolved around patients
who came to the mental health center for medication.

Krebs

(1971, p. 75) reported a transitional function to assist
discharged patients in relating to the community.

Wolkon

et al. (1971, pp. 315-317) outlined a transitional program
since type of program termination

was a variable

in
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Fisher et al. (1973, p. 131) had a spe-

measuring results.

cific time limit of three years for the pilot program.
Vitale and Steinbach (1965, pp. 85-95) discussed what
appeared to be a transitional program.
Ongoing.

Masnik et al. (1971, pp. 164-167) re-

ported what seemed to be an ongoing program, in that they
worked with patients who usually would be institutionalized
in state hospitals and maintained with psychotropic drugs.
Goertzel et al. (1960, pp. 54-61) implied an ongoing program at Fountain House.
Do Patients Improve?
Attempts to measure improvement fell into what
Wolken et al. (1971, p. 312) called "societal payoff" and
intermediate results.

"Societal payoff" results generally

meant lower rehospitalization and greater reemployment.
Intermediate results assessed the aftercare patient's overall ability to function out of the hospital.

Improvements

in terms of rehospitalization and reemployment were reported in the data of most comprehensive socialization programs and some of the .self contained therapeutic social
clubs.

Improvement in terms of intermediate results were

used more frequently by therapeutic social club reporters,
although comprehensive program investigators imply this in
many of their conclusions.
Overall agreement: programs are beneficial.

~

.
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Investigators felt subjects improved and/or that there were
benefits from the program, even though rehospitalization
and reemployment data could not always support this contention.

Lamb and Goertzel (1971, p. 29; 1972, p. 471), found

a positive interpretation even though the high expectency
group had a higher rehospitalization rate than the low expectency group.

The high expectency group maintained a

greater number of days out of the hospital and it was concluded that this group's level of functioning and integration into the community was higher than the low expectency
group after both 6 and 18 months.

The high expectency en-

vironment, although still a sub society, was believed to be
less segregating, less labeling than the environment of a
boarding home for the low expectency group.
Improvement as revealed in rehospitalization and
reemployment.

Wolken et al. (1971, pp. 312-319) investiga-

ted a comprehensive socialization program at Hill House.
Their controlled intake procedures for two and a half years
produced three groups with 540 recently discharged patients
who fulfilled basic criteria for admission to the program.
Of the 540 patients, 333 were randomly asked to participate;
of these, 108 accepte-d and 225 refused, thus creating two
groups.

The third group, the control, came from the re-

maining 207 patients not asked to participate.

Rehospitali-

zation was measured in time periods of 12 and 36 months
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after prior hospital release.

Each time period reflected

that subjects who participated in Hill House had the smallest rehospitalization percentage, but it was statistically
significant only for those in the 30 months out of the hospital group.

Relative to attendance in the program, they

found rehospitalization was significantly less for subjects
who attended 50 or more times.

It was additionally conclu-

ded that subjects who self terminated from the program had
greater rehospitalization and spent more time in the hospital upon these occasions.

Reemployment data indicated no

differences among the three population groups: joined the
program, refused, and the control.
Fisher et al. (1973, pp. 131-141) analyzed 113 subjects participating with their families in a comprehensive
socialization program.

During a period of two and a half

years, 27% of subjects were rehospitalized.

They contrasted

this with the state hospital from which the population came.
These records indicated 68% of individuals discharged without aftercare services were rehospitalized.
Vitale and Steinbach (1965, pp. 85- 94) reported an
aftercare unit of a Veterans Administration hospital, in
which services of a mental hygiene clinic were unified with
a day center.

Measurements were made after six months of

program involvement.

This time period was believed to be

a sufficient followup period since reported studies
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indicated chronic patients correlated highly in recidivism
and reemployment at 6 and 18 months.

It was concluded that

the two groups, day center and clinic, were somewhat similar in rehospitalization rates; the clinic group indicated
a significantly higher employment rate.

Although both

groups had close rehospitalization rates, i.e., day center,
17% and clinic, 26%, the investigators believed it to be a
favorable relapse rate when compared to

62%

for similar pa-

tients over a comparable period of time.
Scoles and Fine (1971, pp. 75-82) described a comprehensive program in which outreach consisted of: group
discussions at a day care center, meetings with landladies
of the respective boardinghouses, and home visits.

In

evaluating the first three years, it was concluded that the
program was a success since the first hundred dischargees
from the program, at twelve months after discharge, indicated an extremely low readmission to the state hospital,
i.e., 6%.

At the end of eighteen months after discharge,

there was an additional 3% readmitted to the hospital.
Improvement in functioning.

Wolken et al. (1971,

pp. 312-322) measured improvement in functioning through
assessment of behavior which was symptomatic of mental illness.

They concluded there were no differences between sub-

jects maximally involved in the program and others.

How-

ever, staff rating of patient improvement, along with
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prognoses of subjects, tended to be more positive for mutual terminating subjects as opposed to self terminating.
Parras (1974, pp. 95-96), without identifying
parameters used for assessment, concluded that a two year
followup on 80 patients revealed: 16 had no improvement;
13 were very slightly improved; 27 slightly improved; 12
moderately improved; 3 very much improved; 6 dropped out of
treatment; and 3 were currently rehospitalized.
Masnik et al. (1971, pp. 166-167) reported staff
observations for the 39 patients involved in the program.
These observations revealed that 2 patients were discharged
as much improved, 11 indicated significant improvement, 2
were still in other treatment although they had progressed
beyond the program, 5 indicated no change, 2 became worse,
10 no longer attended, and 7 were rehospitalized during
the eight month program.
Wagner (1965, p. 119) concluded that a therapeutic
social club may or may not prevent suicide, but that it
reduced the danger to some extent.

Subjective data were

used, i.e., letters received from former patients made evident to the investigator that the club lessened loneliness
and anxieties and added meaning to personal lives of subjects involved.
Man (1970, pp. 18-20) concluded that few of the
club's members had been readmitted to the state hospital,
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and that many expressed satisfaction in friendships developed during club meetings.

No data were given to support

these conclusions.
What Conclusions May Be of Value to Other Groups?
Differential community programs.

Wolkon (1970,

pp. 219-221) concluded that severity of disturbance, contrasted between program participants and non-participants,
was not a major differentiating factor.
lying theme of dependency was identified.

Rather, an underBased on this,

it was concluded that under the guise of rehabilitation and
treatment, many patients are now only maintained and supported.

Therefore, it was recommended that differential

community programs be utilized.

Specifically, they were:

for the non-dependent aftercare patient, a new kind of
rehabilitation program; for the dependent client, rehabilitation programs such as now exist; for the stabilized dependent client, separate maintenance programs; and for the
stabilized client, experimental programs.
Balance in membership.

Winston et al. (1972,

p. 3029) recommended that therapeutic social clubs incorporate both transitional and ongoing treatment, so that a
balance in kinds of members who attend the club is encouraged.

It was concluded that concurrent transitional

and ongoing treatment prevented an important difficulty
identified by Olshansky (1962, p. 366), i.e.,.when a hard

r
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core of sick members remained, they repelled healthier members from joining the club.
Inclusion of family members.

Fisher et al. (1973,

pp. 131-141) specifically emphasized early contact with
both client and family.

Since family members were inclu-

ded in activities, it was concluded that new avenues of
activity were opened for them as well as for the clients.
Maximum use of program.

Wolkon et al. (1971,

p. 319) concluded that clients who used the program maximally did better than those who self terminated or refused
the program.
The club as a community based activity.

Krebs

(1971, pp. 76-77) concluded that outside activities caused
anxiety reactions in the population and that this anxiety
produced withdrawal, i.e., non-attendance.

Therefore, pa-

tients were not encouraged to join established community
groups, but rather, existing club structure was utilized to
form a community based group.
Staff gratification in working with aftercare
patients.

Masnik et al. (1971,

p. 167)

emphasized two con-

clusions from the program: (1) because patients enjoyed the
social group, they attended the clinic more often for other
treatment; (2) there was increased staff tolerance and gratification in working with difficult aftercare patients.
Ex-patient clubs as post hospital followup.

Jl
Friedman (1961, p. 647) concluded that the 25 year experience of the Wender Welfare League made apparent that private and state mental hospitals needed to adopt the followup procedure of ex-patient clubs.
Attitudes of psychotherapists.

Waxenberg and

Fleischl (1965, p. 178) concluded that only one third of
the therapists questioned would refer patients to a therapeutic social club, even though they praised the club.

The

interpretation given for this, was that some psychotherapists might perceive a therapeutic social club as detrimental to psychotherapy.
Extension to alcoholics and drug addicts.

Parras

(1974, p. 96) recommended that lounge programs be used as
modified day treatment centers for aftercare patients and
other groups, e.g., alcoholics and drug addicts.
Differences and Similarities of the Study
with Studies of Other Reported Programs
Differences
The study differs from other reported studies, both
therapeutic social clubs and comprehensive socialization
programs, in its use of social functioning ratings.

The

SFI (Social Functioning Index) is an instrument constructed
specifically for this study.

The procedure, measurement of

social functioning, is not unusual, e.g., Berkowitz and

.."A
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Lurie (1966, pp. 58-59) described a socialization scale
developed to assess patient progress in socialization
throughout a program.

However, the SFI is unique in that

a patient's social functioning may be compared either on
all items (combined score), or on the ten component areas
of the instrument.

Total scores were used to obtain over-

all comparisons between the patients in the club.

Indivi-

dual component scores were used·to reveal specific
strengths and weaknesses within each patient.
Relative to reported data from self contained
therapeutic social clubs, the study specifically differs
in its: detailed demographic and other descriptive infermation; controlled time period for measurement of individual attendance; analysis of year of entry into the club
in relation to attendance and social

func~ioning;

and de-

velopment of guidelines for other therapeutic social clubs.
Similarities
t

The purpose of the study, i.e., to assess charac-

teristics of an aftercare population in a therapeutic social club, is'similar to Wolken's (1970) measurement of
characteristics in a patient population for a comprehensive
socialization program.
The use of attendance to asses the value of the
study's club, is a basic approach in many reported programs.

Wolkon et al. (1971) used attendance as one of two
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variables to determine patient involvement.

Krebs (1971)

focused on attendance as a means of revealing underlying
dynamics in a therapeutic social club.
The description of club process in Chapter III,
is somewhat similar in style to descriptions from other
therapeutic social club reporters.
Summary of Chapter
A review of the literature traced the development
of socio-environmental processes as treatment with the subsequent formation and growth of therapeutic social clubs.
Research in comprehensive socialization programs and therapeutic social clubs was reported relative to: goals, membership, treatment, patient improvement, and conclusions.
Differences and similarities of the study were compared
with reported studies.

CHAPTER III
DESCRIPTIVE INFORMATION
The purpose of this chapter is to describe the organizational procedures and functional developments of the
study's therapeutic social club in its initial three years.
Introduction
The CCC Club (the initials are for coffee, cookies,
and conversation) is a therapeutic social club for aftercare patients.

It began meeting August 4, 1972 at South-

East Community Mental Health Center (an affiliate of the
Board of Health, City of Chicago).J
Organizational Procedures
Staff Philosophy
Staff members responsible for initiating and operating the therapeutic social club, adhered to these beliefs:
therapeutic socialization is process centered rather than
task oriented; patients may realize potentials for interacting with others, through determining their own levels of
tolerance for social and independent behavior.
JThe Center receives a grant-in-aid from the Department of Mental Health, State of Illinois, for a sustained care program.
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Procedures
Voluntary patient and staff membership.

Patient

and staff membership in the club was to be voluntary, and
the degree of activity from both kinds of members, as much
as practicable, was to be self determined.

It was believed

that a group member, by choosing to attend meetings, indicated only a possible desire for contact, and that subsequent interaction with other attendees, was dependent upon
the patient's ability and desire to relate interpersonally.
For those patients who chose to interact with others during
club time, it was believed that learning and relearning of
socialization skills might occur, and that this, in turn,
could affect their interpersonal relations in daily living.
Non-traditional therapist patient roles.

It was

concluded that traditional roles were destructive to a social atmosphere.

Therefore, the group socialization meet-

ings did not include conventional therapy or medication
appointments.

Instead, therapist and patient members inter-

acted on an equal basis in a social atmosphere.

Staff mem-

bers included three mental health workers, two social workers, and one psychologist.

Each had an equal voice in

staff policy.
Continuity of meetings.

It was concluded that it

was necessary to maintain the club as_ an ongoing, available
program,

since many temporarily inactive members

would

J6
return after long absences.

Additionally, continuity of

meetings provided some protection against possible post
activity depression, which may occur when a particularly
enjoyable activity has no repetitive provision.

Relative

to this, Muller (1971, p. 109) reported patient depression,
with one suicide, after a very successful camping trip for
inpatients.
Functional Developments
Background
Description of staff members.

The professional

backgrounds of staff members responsible for initiating the
club reflected varying degrees of contact with aftercare
patients, as well as differing job designations.

There

were three women and three men, whose ages ranged from mid
twenties to mid sixties.
Description of patient members.

The patient popu-

lation consisted of three broad groups of aftercare patients: (1) back ward institutionalized patients living in
boardinghouses; (2) long term hospitalized patients living
with families, in boardinghouses, or by themselves; {J) patients with a short history of hospitalization, living in
environments similar to the second group.

All individuals

in the first group received medication regularly from a
staff psychiatrist.

Generally, their affect and energy
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appeared to be low; they were quite dependent and not outgoing in interpersonal relationships during club meetings.
The second group was similar to the first group, to some
extent, although they were not all receiving medication.
The third group was small in number and members from it
often initiated club activities.

In contrast to the first

two groups, these individuals received little or no medication, were more able to show affect, had more energy, and
were more outgoing in interpersonal relationships.
Staff Interest
Staff interest and enthusiasm were extremely high
during the first year.

Staff deliberately provided a low

level of structure and a lack of expectations for patients.
As much as possible, self determination for what happened
during club meetings was encouraged and staff members
attempted to minimize their suggestions for activities.
In the second year, there was a decline in staff
interest along with increased boredom and discouragement.
This may have been caused by the prevailing passivity of
original patient members and new members.

Sadness·over the

loss of former members was occasionally exhibited by staff
and patients.

Some of the former members left to better

themselves; some were rehospitalized and did not return to
the club after discharge; two died; and another, an old
man who was especially popular, sought supervised care

J8
since he could no longer provide for himself in the community.

This sadness probably reflected the strong sense of

extended family felt by staff and some patients during the
first year of the club.
The third year was characterized by components of
the first two years.

A challenge to keep the club going a

third year, and a move to a new, cheerful location, seemed
to revitalize staff.

Among them, an esprit d' corps exis-

ted which was reminiscent of the first year.
Staff Interaction at Club Meetings
During the first year, staff members analyzed what
they believed would be the most productive quality of interaction with patient members, along with the kind of leadership they were to provide.

Their initial eagerness to

suggest activities lessened as they realized that patient
members were able to promote activities and sustain the
necessary energy for the proposed activities.
However, during the second year, with the decline
in membership of active patients, club meetings became so
passive that the staff had to intervene with suggestions
far more than they had in the first year.

During this

second year; the staff also accepted more willingly the atmosphere of "just sitting", which occurred among many patient members.
The third year was somewhat like the second.

Staff
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suggestions, along with their energy, were needed to generate active interest among most patient members.
Inter-Staff Communication
Inter-staff communication is important in that
staff inter-relationships can vitally affect the mood and
feeling of club meetings.

Stanton and Schwartz (1954,

Chap. 15) noted that adverse effects upon patients were
observed when staff in a mental hospital was divided.
In the first year, the staff met only when there
was a need to deal with specific issues.

The most impor-

tant issue at that time centered on the degree of structure
to be provided patients during club meetings.

Staff mem-

bers had varying views about this, but the polarization of
viewpoints which resulted, i.e., planned activity vs.,a
laissez faire attitude, seemed to improve club functioning
and staff inter-relationships in that staff differences
were talked through, support was given to each position,
and a willingness to listen to each other prevailed.

Fre-

quently, the best of each extreme approach was implemented.
As the staff became more assured that the club was functioning, they were more able to allow the process of the
club itself to emerge.
With the decline in patient activity during the
second year, and with increasing staff disappointment over
this change, a spontaneous request arose for weekly staff
•

r·[
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meetings.
the

o~

As the amount

patient initiative weakened,

probably needed the structure

sta~~

meetings to sustain
an increase in

itsel~.

inter-sta~~

as directly as in the

o~

its own weekly

Also at this time, there was
tension which was not dealt with

~irst

year.

o~

Some
sta~~

was due to noticeable increases in

this tension

absenteeism during

club meetings, along with late arrival and early leaving by
some

sta~~

members.

This behavior

~requently

no notice, or last minute notice, to other
was occurring, most

sta~~

occurred with

sta~~.

While it

members denied boredom, discour-

agement, or lessening interest.

However, the weekly

meetings provided an environment

~or con~rontation

negative

~eelings

about club
~rontations
o~ten

a

sta~~

~unctioning.

members had

~or

sta~~

about

each other and

A productive result

o~

these con-

occurred when consensus was reached on how

sta~~

the hostility

member could be absent without engendering
o~

co-workers.

Notable in the third year were an increased tolerance

o~ sta~~

sta~~ ~or

absences, cooperation, and warm acceptance

each other.

They seemed

~ar

o~

more relaxed among

themselves and in many respects, had become a sub group
among the entire mental health center

sta~~.

Continuity in Meetings Developed Functionally
During the second year, the
continuity

i~

sta~~

concluded that

ongoing club meetings was essential

~or

those
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members who continued to reappear after long absences.
Comments from returning patient members who had been absent
for over a year, indicated that during their absences, they
carried an introjected image of the club as an enjoyable
activity.

It seemed reassuring to these patients to know

that every Friday afternoon, from l:JO to 4:00, come rain
or shine, the club would reliably meet.
Club Room Environment
The environment of the club meeting space is important.

Initially, the club met at the mental health center

in a warm, inviting atmosphere.

Its second location was in

a neighborhood church basement with kitchen facilities.
Comparing the two locations, it seems better for a therapeutic social club to emphasize its social aspects by meeting in the community rather than at the mental health center.

However, the community environment must be inviting.

The club's first community location included both points:
a location other than the mental health center, and an inviting, clubroom feeling.
club had to move.

When this property was sold, the

The following meeting location, the

second one in the community, did not have an inviting atmosphere, and the club soon elected to return to the mental
health center.
In comparing all three environments which the club
experienced, it seems that an inviting, clubroom atmosphere
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is the prime consideration.

Therefore, it is concluded

that initial attempts be made to locate a meeting place with
this kind of atmosphere, in the community.

However, if it

cannot be provided in the community, then the environment
must be created at the mental health center.
Content of Meetings
As written in previous sections of this chapter,
there was a sharp contrast between the first two years of
club operation.

During the first year, games and other ac-

tivities were often initiated by patient members.

A mem-

orable event occurred when some of the patients suggested
a Christmas turkey dinner and then obtained the necessary
funds from an outside community organization.

They did the

shopping, preparation, and serving of the dinner; staff
members were involved in the activity, but more as auxiliary helpers rather than primary instigators.
However, patient initiative, interest, and enthusiasm dropped noticeably in the second year.

The staff

philosophy of doing as little as possible to initiate activity and interest did not seem too effective at this
time.

By January, 1974, the seventeenth month of opera-

tion, there was an apathetic, depressive quality evident
during meetings.

This atmosphere continued through the

spring months of that year, at which time, the staff began
to initiate frequent field trips.

4J
Planned interventions by staff in the second and
third years, were more prevalent than in the first year.
During the third year, the club moved back to the mental
health center in a room primarily for its purposes.

The

presence of a ping pong table there was often sufficient
for patient members to initiate and/or participate in a
game.

Sending invitations to former and prospective mem-

bers, was mainly instigated by a patient.

Games, such as

charades, were occasionally suggested and led by patients.
Generally, during the third year, content of meetings contained elements of the first two years.
Activities to Meet Current Members' Needs
During the second year, the staff attempted to repeat holiday activities from the first year.

This idea was

emphasized as disastrous when the club had its second turkey dinner at Thanksgiving.

The dinner was an attempt to

repeat the highly successful Christmas dinner from the year
before.

However, the original turkey dinner evolved spon-

taneously; it emerged to fill the needs of then active members.

The second year, the turkey dinner was more of a

welfare, handout meal.

As a result, the staff decided to

not attempt it at Christmas and instead, suggested a club
meeting to discuss Christmas plans.

The idea

th~t

then

emerged, was a visit to the state hospital where most of
the patients had been hospitalized.

The

club

brought
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cookies it baked the week before, sang carols, waved to and
talked with hospitalized friends and ward staff.

What is

apparent from this is that the hospital visit, as an activity, emerged to meet that current population's needs.

r·

CHAPI'ER IV

DESIGN OF THE STUDY
The purpose of this chapter is to explain the data
of the study in terms of: sources, procedures for collecting, and statistical treatment.
Sources of Data
Time Period of Study
The therapeutic social club in the study began
operating August 4, 1972.

The population is derived from

attendance records for three years, beginning August 4,
1972.

Weekly attendance lists were maintained for the

Illinois Department of Mental Health, since the center receives funds from the state for aftercare programs.
Exclusion of Specific Attendees
Attendance records indicated that 164 individuals
chose to come to club meetings during the first three
years.

This number included 55 family members and friends,

some of whom had experienced hospitalization themselves.
For record keeping purposes, these visitors were listed
either as collaterals or non-registered patients of the
mental health center.

Since very little information was

available about them, other than attendance, they were
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excluded from the study.

The 164 attendees also included 5

individuals who initiated attendance periods after the closing date for inclusion in the three year study.

There-

fore, they also were not counted in subject population.
Population in the Study
During the three year time period of the study,
every patient released from Tinley Park State Hospital and
residing in the catchment area of the center, was invited,
either verbally or by mail, to attend meetings of the club.
With the exclusion of the above described attendees, there
were 104 subjects.

Complete demographic and descriptive

information was available on all of them, while social
functioning scores were obtainable on 75 of the 104 subjects.
Procedures for Collecting Data
The data collected were based on these variables:
attendance, social functioning, age, sex, race or ethnic
group, education, Public Aid, year of entry, living arrangements, distance from meeting, concurrent treatment, prior
hospitalization, and weather conditions.
Measurement of Attendance
Individual attendance.

Individual attendance was

measured over a six month period, or 26 meetings, beginning with the patient's initial visit.
Year of entry and attendance in group.

Since group

47
attendance during the first year of the club appeared to be
higher than in succeeding years, it was felt that Hawthorne
effects may have operated in accounting for the relatively
higher attendance.

In order to determine whether there was

any "first or initial" year effect, the 104 patients were
grouped according to year of entry.

The time parameters

for each year of entry were defined as follows: the first
year, individual attendance period was initiated between
August 4, 1972 and June 22, 1973; the second year, from
June 29, 1973 to April 26, 1974; and the third year, from
May J, 1974 to March 7, 1975.
Distribution of subjects by level of attendance.
In order to divide the study population into three groups
for low, average, and high attendance (for non-parametric
analyses of the data), the overall frequency distribution
was examined and grouped as shown in Table 1.
TABLE 1
DISTRIBUTION OF SUBJECTS BY LEVEL OF ATTENDANCE N=104
Level of
Attendance
t·

No. Meetings
Attended

N

Per Centa

Low

1 .

23

22

Average

2-10

53

51

11-26

28

27

High

aBe cause the N is so close to 100, succeeding
tables will report only theN.
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From information given in Table 1, it is noted that almost
one fourth of the sample were grouped as low attendees who
appeared at the club only one time; about half were average
attendees who attended from 2 to 10 times; and slightly
over one fourth were high attendees who attended from 11
to 26 times.
Measurement of Social Functioning
Social functioning is defined as behavior within
interpersonal situations.

Proficiency in social function-

ing can be measured through various procedures, one of
which is to utilize staff ratings of observable behavior.
This approach seemed most relevant to the milieu of the
study's therapeutic social club and was therefore used.
The SFI.

A Social Functioning Index (SFI), con-

structed specifically for the therapeutic social club

i~

the study, measured each patient's total score and indicated strengths and weaknesses through component sub-scores.
Background in developing SFI.

The first step in

the development of the SFI was to define components of social functioning.

From validated instruments currently in

use, the following information was obtained:
Descriptive statements, based on these components,
appearance and bearing, verbal behavior, and adaptation to
ward routine, can be used to record observations of patient
behavior (Burdock and Hardesty, 1968, Ward Behavior
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Inventory).

Social intelligence can possess these ele-

ments: judgement in social situations, recognition of the
mental state of the speaker, memory for names and faces,
ability to observe human behavior, and a sense of humor
(Moss, Hunt, & Omwake, 1949, Social Intelligence Test).
Performance can be evaluated in these areas: self help, locomotion, occupation, communication, self direction, and
socialization (Doll, 1965, Vineland Social Maturity Scale).
Social competency for adults can be measured relative to:
motor skills and control, perception and memory, self care
and self help, social relationships and emotional control
(Banham, 1960, A Social Competence Inventory for Adults).
Behavioral descriptions can be divided into these components: acting out factor, depression/withdrawal factor, degree of disturbance factor, and adaptation to ward factor
(Hedlund, 1973, Automated Patient Behavior Checklist).
Objectives of SF!.

None of the examined instru-

ments were appropriate to the study's club, even though
they each contained relevant information.

A Social Func-

tioning Index for the therapeutic social club had to:
(1) define the kinds of behavior specifically found in an
outpatient therapeutic social club; (2) assess the rater's
acquaintance with the subject being rated; (J) rate behavior over an already expired period of time; and (4) consider the time elapsed between the period in which the
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behavior occurred and the date when it was rated.
To achieve the first objective, defining behavior,
possible components of social functioning were analyzed relative to ongoing process in the therapeutic social club.
The final ten components selected were phrased in terms used
for functioning individuals, i.e., interest/alertness, verbal communication, non-verbal communication, energy, contact with people, self control, directness, appropriateness,
awareness of club structure, and hygiene.

Each component

contained items with specific descriptions of behavioral
characteristics.

These characteristics were clarified with

examples of extreme forms of the behavior, i.e., one pole
was negative or deficient, the other, positive or adequate
behavior. 4

A copy of the SFI, developed at this stage into

components and their respective items, will be found in
Appendix I, on page 97.

Directions to the raters and the

final form of the SFI, are in Appendix II, on page 102.
The second objective, assessing the rater's acquaintance with the club member being rated, was answered with
"yes" or "no" to the following question:

Do you believe you

know this patient sufficiently to evaluate his/her social
functioning?

Only patients receiving "yes" answers to this

question, were evaluated.

Of the 104 subjects, 75 were ra-

ted with the SFI.

4John Parke and Pearl Seymour made significant contributions in the development of SFI content.
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The third objective was to rate behavior over an
already expired period of time.

It was fulfilled through

the use of a five point scale for each descriptive item,
on which the rater was to assess the patient's overall performance based on behavior in multiple social situations
during the individual's attendance period.
The fourth objective, assessment of effect of time
elapsed on the ratings, was achieved through a Spearman
correlation of 75 subjects rank ordered SFI adjusted total
scores with the same subjects rank ordered individual attendance periods (grouped into 5 categories based on initial date of attendance).

Results indicated a relationship,

to some extent, between time elapsed and SFI score, i.e.,
the greater the time elapsed, the greater the tendency to
rate subject as more adequate.

H~wever,

the correlation of

.14 was not statistically significant.
Content validity.

Content validity of the SFI was

achieved through general agreement among individuals in two
groups: (1) three rehabilitation consultants not connected
with the mental health center;5
sponsible

(2) four team members re-

for initiating and operating the

therapeutic

5catherine B. Fraher, Clinical Nursing Educator,
Rehabilitation Institute of Chicago; Mary E. Keenan, Liaison Nurse, Rehabilitation Institute of Chicago; Pearl
Seymour, Psychologist, Elgin State Mental Hospital.

~
;

-·
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social club.

6

Directions to the raters for content vali-

dity, together with a checklist for each item, will be
found in Appendix III, on page 108.
A total of 58 items were submitted to the above individuals for content evaluation.

Since judgement of the

appropriateness of all items, by all seven raters, was almost unanimous, all items in the developmental SF! were included in the pilot item analysis.
Rater training: scoring of patients.

Raters were

presented with the 58 item SFI during October, 1975.

They

were asked to read the directions on the cover of each form.
Approximately thirty minutes were spent in answering questions and illustrating content through examples of clinical
behavior.

The subject population was explicitly not used

as examples in these clinical discussions and illustrations.
Inter-rater reliability: item analysis with a pilot
group.

Five, of the six staff members responsible for the

therapeutic social club, served as raters in a pilot project to evaluate 20 patients with the 58 item SFI. 7 From a
list of the 104 subjects, the five raters checked the names
of patients they could evaluate.

Of

the

27

patients

6Jan Dawson, Mental Health Worker; Joan Hoffman,
Social Worker; John Parke; Social Worker; Lorrie Peterson,
Psychologist.
?Jan Dawson, Donald Flint, Joan Hoffman, John Parke,
Lorrie Peterson. Donald Flint is a Mental Health Worker.
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checked by all five raters, 20 were randomly assigned to
the pilot study.
In the pilot study, an analysis of variance by
rater, for each item with the five raters, was used to compute reliabilities on all 58 items.

Inspection of the re-

liabilities using five raters, revealed that one rater was
significantly different from the other four, as compared
with an analysis of variance carried out on only four
raters.

As shown in Table 2 on page 54, the reliability

coefficients on 56 of the 58 items were higher when four
raters were used rather than five.
Elimination of seven items.

Based on information

in Table 2, seven items with relatively low reliability
were eliminated from the final instrument.

A compilation

of these items will be found in Appendix IV, on page llJ.
Total score reliability.

In the pilot study,

analysis of variance by subject, with 4 raters for the
final 51 items, produced a total score reliability coefficient of .85.

This would be equivalent to a reliability

eoefficient of .59 for one rater.
Component score reliability.

With the pilot group,

analysis of variance by subject, with 4 raters for each of
the 10 components, yielded reliability coefficients given
in Table J on page 55, along with equivalent reliability
coefficients for one rater.
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TABLE 2
SFI ITEM ANALYSIS WITH 5 RATERS AND 4 RATERS
Reliability
Raters

5

4

-33
.42

.36

3
4

Reliability
Raters

5

4

21

-57

.63

.46

22

.26

.32

.41

23

. 21

.25

5

.41

6

Reliability
Raters

5

4

40

.23

.27

.40

41

.19

-59

-57

.64

42

.17

.24

24

.10

.12

43

.54

-55

.47

25

.13

.16

44

.30

.38

.26

-31

26

.18

• 21

45

.68

.72

7

.38

-53

27

.31

.38

46

.24

.43

8

.18

.25

28

.28

.41

47

.46

.90

9

.12

.15

29

.19

.21

48

.28

-34

10

.25

.50

30

.19

.31

49

-37

.45

11

-33

-53

31

.07

.07

50

.27

-35

12

.43

32

.87

.93

51

.27

13

-39
.49

.51

33

.25

.34

52

.11

-31
.14

14

.21

.25

34

.10

.12

53

.41

.48

15

.27

.31

35

.47

·55
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.45

.52

16

.68

.90

36

.16

.19

·55

.79

17

.27

.43

37

.23

.29
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56

.84

.69

18

.47

.55

38

.83

.94

.48

.64

19

.22

.26

39

.21

·37

.12

.18

20

.23

.28

Item

1
2

Item

Item

57
58

r.

'.,
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TABLE 3
COMPONENT SCORE RELIABILITY WITH 4 RATERS AND 1 RATER
Component

1 Interest/Alertness

4 Raters

1 Rater

.94

.81

2

Energy

.88

.66

J

Verbal Communication

.?8

.47

4 Non-Verbal Communication

.84

-57

5 Contact with People

.87

.64

6 Self Control

.86

.61

7 Directness

.81

-52

8 Appropriateness

.8J

-55

9 Awareness of Club Structure

.94

-79

.85
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10

Hygiene

Adjustment for rater bias.

With the pilot group,

total scores for each subject from the 4 raters, were computed.

Total scores were obtained by adding points given

a subject for each item and then dividing by the 51 items.
A rater's mean score for the 20 pilot study subjects was
obtained for each rater.

From these, the mean of the

raters' mean (Group Mean) was computed.

~

Rater bias adjust-

ment was based on each rater's mean difference from the
group mean.

The difference was added to or subtracted from

subject's raw score, depending on whether the rater was
below or above the group mean.

Results are given in Table 4
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Since all subjects in the pilot study had 4 raters,

below.

their adjusted scores were always divided by 4.
TABLE 4
MEAN SCORES BY RATER AND GROUP
WITH BIAS ADJUSTMENT

Rater

Mean Score for
Pilot Subjects

1

2.30

2

2.15

-.01

3

1.75

+.39

4

2.35

-.21

Group Mean
2.1375

Adjusted total score reliability.

Bias
Adjustment
-.16

With the pilot

group, analysis of variance by subject with four raters,
produced a reliability of .92.

This is equivalent to a

reliability of .75 with one rater.
Adjusted total scores for non-pilot subjects.
Using the rater bias adjustment established in the pilot
study, adjusted total scores for the remaining 55 subjects
were computed.

Subjects in this group had from one to

three raters, based simply on whether or not the rater had
checked the patient for evaluation.

Thus, adjusted total

scores for the 55 subjects were divided by the specific
number of raters available for each subject.

r·
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Cross validation: adjusted total scores with 55
subjects.

Analysis of variance by subject, with specific

raters involved on adjusted total scores for the 55 subjects, yielded reliabilities of .87 with three raters,
.82 with two raters, and .69 with one rater, as compared
to reliabilities of .92 with four raters and .75 with one
rater, in the pilot study.
Component scores not adjusted.

Component scores

for all 75 subjects are contained in Appendix V, on page
114, and are not adjusted for rater bias.
Cross validation: not adjusted total scores with

55 subjects.

Analysis of variance by subject, with speci-

fic raters involved on not adjusted total scores for the

55 subjects, yielded a reliability of .46 with one rater,
as compared to a reliability of .59 with one rater, in the
pilot study.
Frequency grouping according to SFI adjusted total
scores.

SFI adjusted total scores for all 75 subjects

ranged from 1.25 to 3.39, out of a possible range of 1 to

5.

Based on distribution, subjects were grouped as low,

average, and high, shown in Table 5 on the following page.
In the SFI, a score of 1 was defined as adequate
behavior, while 5 was defined as deficient behavior.

An

examination of distribution shown in Table 5, indicates
that of the 75 subjects rated, 20% indicated, during their
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TABLE 5
SOCIAL FUNCTIONING N=75
SFI

Range

Low

349-245

20

21

Average

244-200

52

39

High

199-125

28

15

Per Cent

N

respective six month attendance periods, overall behavior
which was equally

defici~nt

and adequate; 52% indicated be-

havior which was sometimes deficient, but more often adequate; and 28% exhibited behavior which was usually
adequate.
Treatment of Demographic Data
Age.

Age of subject during individual attendance

period was entered on computer cards.
Sex.

Subjects were coded as follows: (1) Female;

(2) Male.
Race or ethnic group.

Subjects were coded as fol-

lows: (1) Black; (2) White; (3) Mexican or Mexican American.
Education.

Number of years in school was entered

on computer cards along with a provision for unknown data.
Public Aid.

Relative to being a Public Aid reci-

pient, subjects were coded as follows• (1) yes; (2) no;
( 3) unknown.
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Measurement of Living Arrangement
Subjects were grouped as follows: (1) living alone;
(2) living in a boarding house; (3) living with family;

(4) other.
Measurement of Distance from Meetings
Number of city blocks from each subject's residence
to the club location was counted with the use of a city map
and entered on computer cards.
Measurement of Concurrent Treatment
Three broad approaches were identified, i.e.,
chemotherapy, individual psychotherapy, and group psychotherapy.

No attempt was made to ascertain qualitative dif-

ferences in type of treatment.

Subjects were coded for the

total number of treatment approaches they were involved in,
other than the study's therapeutic social club.
from 0 for no other treatment, to

Codes were

J.

Measurement of Prior Hospitalization
A record of prior hospitalization frequently was
based on self report from patients.

Complete hospital re-

cords were inconsistent, i.e., subjects ranged from extensive to non-existent hospital records to indicate number of
hospitalizations.

Even when it was known that multiple hos-

pitalizations existed, there was not always official corroboration of this.
Therefore, subjects were divided into three groups

f:·..
f.
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coded as follows: (0) self report and mental health center
records indicated no prior hospitalization, even though it
may have existed; (1) one prior hospitalization, usually
the one from which subject was discharged immediately preceding club membership, substantiated by self report and/or
records; (2) more than one prior hospitalization, substantiated by self report and records.
Measurement of Weather Conditions
In the Chicago area there are five months in which
severe weather may occur, i.e., November, December, JanTable 6 indicates the number of

uary, February, and March.

months of severe weather included in the various 26 week
individual attendance periods.
TABLE 6
WEATHER SEVERITY AND INDIVIDUAL ATTENDANCE PERIOD
Month
Attendance
Began

No. Severe
Weather
Months

Month
Attendance
Began

No. Severe
Weather
Months

November

5

May

0

December

4

June

1

January

J

July

2

February

2

August

J

March

1

September

4

April

0

October

5
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·Diagnosis at Last Hospital Discharge Not Used as a Variable
Based on categories established by the American
Psychiatric Association (1968), there were J4 different
diagnoses represented in the population.

Inspection of

patients' folders revealed that for a portion of the population there were inadequate and inconsistent diagnostic
evaluations available.

It was found that in some cases,

diagnoses were changed from one evaluation to the next
without substantiation or clarification.

At times, diag-

noses which were based on partial information available to
the hospital admitting officer, were then duplicated as a
diagnosis at time of discharge, without additional information from inpatient observations as a supplement to this
discharge evaluation.

Because of these conditions, it was

believed that diagnostic information available on the 104
subjects was not sufficiently systematic to be used as a
reliable classification for purposes of the study.
What is relevant to this aftercare population is
how they currently function in the community.

The SF! pro-

duces a rating of social functioning during the patient's
participation in the study's club.

Thus, it was considered

to be more meaningful as a diagnostic tool for the study,
when compared to the psychiatric designations available.
Therefore, diagnosis at last hospital discharge was not
used as a variable.
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Statistical Treatment
The objectives in gathering the data were to describe aftercare patients who attended the study's club at
least once, to examine variables which affected attendance
at the club, and to examine variables related to social
functioning.
The following statistical procedures from SPSS were
selected in consultation with a statistician8 :
Analysis of variance was used to establish reliabilities on the SFI.

In addition, it was used to determine

the significance of the differential mean individual attendance, and the significance of the differential mean SFI
scores, when each of these were compared to subjects' year
of entry.
Pearson correlations were used to determine the
significance of relationships between attendance and each
of the continuous variables, as well as the significance of
relationships between social functioning and each of the
continuous variables.
Chi square tests were used to determine the significance of relationships between attendance and each of the
variables with categorical data, along with the significance of relationships between social functioning and each
of the variables with categorical data.
"
'f.

8Jerome Lehnus

Spearman correlation was used to determine the effect of time elapsed between SFI ratings and individual attendance periods.
Frequency distributions were used to describe the
population.

CHAPTER V
RESULTS AND DISCUSSION
The purpose of the chapter is to present a description of aftercare patients who attended the study's club at
least once, to examine variables which affected attendance
at the club, and to examine variables related to social
functioning.
Description of Population
On the basis of the measures described in Chapter
IV, Table %on the following page, provides a description
of all characteristics of the sample in the study, with the
exception of attendance and social functioning.

These two

variables, with respective ranges for low, average, and
high groups, were previously described in Chapter IV.
Age and Sex
Ages of attendees were distributed from under 20 to
over 60, with all ages represented.

Slightly more women

than men appeared at the club, but the difference was not
substantial.
Race or Ethnic Group
There were equal numbers of black and white aftercare patients who appeared at the therapeutic social club,

64

~·

'

65
TABLE 7
SUMMARY DESCRIPTION OF STUDY SAMPLE
CHARACTERISTIC

N=104

Age
Under 20
20-29
30-39
40-49

50-59

60 and over

Sex
Female
Male

3
36
26
18
14
7

61
43

Race or Ethnic Group
Black
White
Mexican American

51

Education
Grammar School
High School
Some College

18

50
3

57

29

Public Aid
Yes
No
Unknown

58

Living Arrangement
Alone
Boarding Home
Family
Other

14
31

38
8

56

3

CHARACTERISTIC

N=104

Distance from Meetings
City
Blocks
Close
3- 20
Average
21- 40
Distant
41-109

22

59

23

Year of Entry
1
2
3

56

Concurrent Treatment
0 other
1
"
2
"
3
"

55

Prior Hospitalization
0
1
More than 1

8
11

20
28

19
29
1

85

Months of Severe Weather
in Attendance Perioda
0
7
10
1
2
20
20
~
35
14
5
~ach attendance period pe r
subject is six months.

F ,

f
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while Mexican/Mexican American attendees were almost nonexistent.

This distribution does not represent a cross sec-

tion of the catchment area, which has an approximate population of 25% black, 60% white, and 15% latino (largely Mexican/Mexican American).
Education
There is some question as to the accuracy of self
report data about education.

As shown, the data reveal most

of the sample either attended high school or had some college education.

Only 17% of subjects indicated that educa-

tion was terminated at the grammar school level.
Public Aid
Although 58 patients were on Public Aid, a substantial number, J8, were not.
Year of Entry
In the first year, 54% of the sample was recruited.
In succeeding years, far fewer members were recruited with
the third year indicating slightly more new members than
the second year.
Living Arrangement
Most patients lived with other persons: 56 with
families and 31 in boarding homes.

A small group, 14, lived

alone.
Distance from Meetings
Maximum distance to be traveled to meetings

was

.
r
.

F
~

regulated by the geographic confines of the catchment area.
Patients were grouped according to number of city blocks
between residence and meeting location.

Those living

closest, J to 20 city blocks, and those most distant, 41
to 109 blocks, each comprised less than one fourth of the
sample.

Over half the attendees lived an average distance,

21 to 40 city blocks, from meeting place.
Concurrent Treatment
From the sample, 55 patients were involved in one
other concurrent treatment approach which, for 50 of them,
was chemotherapy.

These 50 patients and the 19 patients

who indicated no concurrent treatment, represent two thirds
of the sample population not concurrently involved in
another interpersonal therapeutic approach.

Only 35 pa-

tients were involved in group and/or individual psychotherapy along with attendance at the therapeutic social
club.
Number of Prior Hospitalizations
The sample reflects a high number of patients, 85,
with more than one prior hospitalization.
Weather Conditions
For illustrative purposes only, data were included
to show the numbers of subjects whose six month attendance
periods were in the various categories of weather conditions.

Somehow, the data were confounded with heavy
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enrollment in the initial months of the club, i.e., August
through December, 1972.

Since enrollment in the months

from August to December produces attendance periods containing three to five months of severe weather, it was not
possible to draw conclusions from distribution of subjects
by weather conditions.
Variables Affecting Attendance
As described in Chapter IV, patients were grouped
according to level of attendance, i.e., low, average, and
high.

These attendance groups were examined relative to

the variables discussed above, to determine which variables
affected attendance at the therapeutic social club.
Demographic Data
Age.

A Pearson correlation of .29, significant at

the .003 level, indicated that there is a relationship between increasing age and high attendance, i.e., older people attended the club more frequently than younger people.
Sex, race or ethnic group, and public aid.

Chi

square tests with these categorical data, indicated no significant relationships between each respective variable and
level of attendance.

Results are displayed in Appendix VI,

on page 118 (Tables 11, 12, 13).
Education.

A Pearson correlation of -.15, signifi-

cant at the .16 level, indicated no

signif~cant

ship between education and level of attendance.

relation-
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Special Characteristics of This Study Group
Year of entry.

As shown in Table 8, subjects' lev-

el of attendance was compared with their year of entry into
the club.
TABLE 8
LEVEL OF ATTENDANCE BY YEAR OF ENTRY OF SUBJECT (N=104)
First
Year
Subject's
Attendance
Level

No. of
Meetings

N=56

Per
Cent

Second
Year
N=20

Per
Cent

Third
Year
N=28

Per
Cent

9

16.1

5

25.0

9

32.1

2-10

26

46.4

11

55.0

16

57.2

11-26

21

37.5

4

20.0

3

10.7

Low
N=23

1

Average
N=53
High
N=28

~(4)=8.19, p=.085
A Chi square test indicated that year of entry influenced attendance and the difference approached significance (.085 level).

Entrants in the first year of the

club's existence were more likely to be high attendees than
new entrants in succeeding years.

By the third year of the

therapeutic social club, 32% of new members made only one
appearance.

In addition to the information given in Table

8, it was found that the mean individual attendance of new
attendees decreased for each year of entry, i.e., for the
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first year, it was 8.98; the second year, 6.50; and for the
third year, 4.J2.

An analysis of variance indicated that

the difference reflected an F ratio of 4.28, significant at
the .016 level.
Living arrangement.

As shown in Table 9, subjects'

level of attendance was compared with their four kinds of
living arrangements.
TABLE 9
LEVEL OF ATTENDANCE BY LIVING ARRANGEMENT (N=104)
Alone
Bd. Home
Family
Other
Subject's
Per
Per
Per
Per
Attendance Meetings
Attended N=14 Cent N=J1 Cent N=56 Cent N=J Cent
Level
Low
N=2J

1

1

7

22.6 14

25.0 1

JJ.J

Average
N=5J

2-10

9

64.J 10

J2.J J4

60.7 0

0

High
N=28

11-26

4

28.6 14

45.2

8

14.J 2

66.7

7.1

~' (6)=15.92, p=.014
A Chi square test indicated that living arrangement
influenced attendance, significant at the .014 level.

In-

dividuals living alone can be difficult to reach, and there
were only 14 aftercare patients in this category.

However,

these patients did use the service if reached, i.e., subjects living alone were most likely to be average attendees,
and if not that, high attendees.

Patients living in a
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different kind of environment, i.e., with others in boarding homes for aftercare patients, were represented at all
three levels of attendance, and increased in frequency
toward the high attendance group with the greatest propqrtion being high attendees.

An interesting corollary of this

is the observation that half the high attendees were subjects who lived in boarding homes.

Subjects living in a

second kind of environment involving others, i.e., family
living arrangements, tended to be average attendees, and if
not average, were most likely to be low attendees rather
than high.
Distance from meeting.

A Pearson correlation of

-.12, significant at the .24 level, indicated no significant statistical relationship between distance from meeting
location and level of attendance.
Concurrent treatment, prior hospitalization, and
weather severity.

Chi square tests for each of the above

categorical data indicated no significance between the respective variables and level of attendance.

Results are

given in Appendix VII, on page 120 (Tables 14, 15, 16).
Social Functioning Index
A Pearson correlation of -.09, significant at the
.442 level, indicated there was no significant relationship
between subjects' SFI scores and level of attendance.
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Variables Related to Social Functioning
In Chapter IV, the frequency distribution of the 75
subjects who were rated on the SFI was shown in Table 5,
along with parameters for grouping subjects into low, average, and high categories.

These SFI categories were com-

pared with variables described in the first section of this
chapter, to determine which of them were related to social
functioning.
Demographic Data
Age and education.

No statistical significance

was indicated with either of these variables and subjects'
level of social functioning.

Results showed a Pearson cor-

relation of .05, significant at the .65 level, between age
and SFI categories; and a Pearson correlation of -.08, significant at the .50 levelt between education and SFI.
Sex, race or ethnic group, and public aid.

Chi

square tests with each of these categorical variables indicated no significance between the respective variable and
SFI scores.

Results are displayed in Appendix VIII, on

page 122 (Tables 17, 18, 19).
Special Characteristics of this Study Group
Year of entry.

As shown in Table 10 on the follow-

ing page, subjects' SFI scores were compared with their
year of entry into the club.

A Chi square test indicated
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that the range of SFI scores was not significantly different for the new entrants in each of the three years of the
study period.

Nor were the mean individual SFI scores of

new entrants for each of the three years, significantly
different (F=.52, significant at the .60 level).

Actually,

the mean individual SFI scores for each of the three years
were almost equal, i.e., for the first year the mean was
2.2); the second year, 2.)6; and the third year, 2.2).
TABLE 10
SFI SCORES BY YEAR OF ENTRY IN GROUP (N=75)
SFI Score Range
Low
N=21
Average
N=J9
High
N=15

2.45
to
).49

First Year
Second Year
Third Year
N=42 Per Cent N=17 Per Cent N=16 Per Cent
12

28.6

5

29.4

4

25.0

2.00
to
2.44

20

47.6

10

58.8

9

56.2

1.25
to
1-99

10

2).8

2

11.8

J

18.8

~(4)=1.)), p=.86
Living arrangement, concurrent treatment, prior
hospitalization, and weather severity.

Chi square tests

for each of these categorical data indicated no significant
relationship between the respective variable and SFI score.
Results are given in Appendix IX, on page 124 (Tables 20,
21' 22' 23).
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Distance from meeting.

A Pearson correlation of

-.08, significant at the .50 level, indicated there was
no significant relationship between distance and SFI score.
Conclusion
Of the 23 relationships examined, i.e., between
attendance and 12 social and demographic variables, and between social functioning and these variables, attendance
was significantly related to

t~o

(age and living arrange-

ment); attendance approached statistical significance in
its relationship to year of entry.
Relative to attendance and age, it was found that
older subjects attended the therapeutic social club more
frequently than younger subjects.
Relative to attendance and living arrangement, it
was found that subjects living alone and those living with
families, tended to be average attendees, but if not that,
subjects living alone were high attendees, whereas those
living with families tended to be low attendees.

Addition-

ally, it was found that subjects living in boarding homes
were most likely to be high attendees, although'they were
substantially represented at -all levels of attendance.
Relative to attendance and year of entry, it was
found that entrants in the first year of the club were more
likely to be high attendees than entrants in succeeding
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years, and less likely to be low attendees than entrants
in succeeding years.
There were no statistically significant correlations between SFI scores and the variables examined.
The relationships indicated between attendance and
each of the following: age, living arrangement, and year of
entry, are interesting.

However, as predictors of future

high and low attendees, these relationships are inadequate
in that they are too few in number, and not especially
unique in content.

Therefore, it was concluded that sub-

stantive correlations to predict potential members of the
therapeutic social club, were not present.

CHAPTER VI
SUIVllVIARY, .CONCLUSIONS, AND RECOMMENDATIONS
Summary
Problem
Olshansky (1962, pp. J64-J66) identified problems
which limited growth of therapeutic social clubs; causal
factors stemmed from membership difficulties.

Resource

material is scarce in the area of self contained therapeutic social clubs.

Although specific reports of these clubs

were located, no extensive study such as Wolkon's (1970,
pp. 215-221) aftercare patient characteristics in a comprehensive socialization program, was identified.
Membership and process information are needed to
assess a program's value as an aftercare service.

There-

fore, the study objectively examined multiple variables
which might reveal characteristics of the attending population in a self contained therapeutic social club.

These

findings supplied answers to specific questions related to
the sponsoring mental health center's delivery of services.
Subjective data were used to examine organizational and
functional processes of the therapeutic social club.
Purpose
The purpose of the study was to analyze characteristics in a patient population of a self contained
76
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therapeutic social club and to examine organizational and
functional processes of the club during the first three
years.
Objectives
Objectives of the study were to provide the sponsoring mental health center with information about an
aftercare service which recruited unselectively in one
catchment area, and to develop guidelines as suggestions
to other groups interested in operating therapeutic social
clubs.
Population
The population consisted of 104 aftercare patients
discharged from Tinley Park State Hospital and residing in
the catchment area of SouthEast Community Mental Health
Center.

Subjects voluntarily attended the therapeutic so-

cial club from 1972 to 1975.
Measurement Resources
Attendance of subjects was obtained from weekly
attendance lists maintained for State of Illinois funding
purposes.

Patient information was derived from subjects'

files at the mental health center.

Social functioning was

measured with the SFI, an instrument developed specifically
for this study.

Attendance and patient information were

available for 104 subjects.

75 subjects.

SFI scores were obtained for

!

.
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Procedures
To analyze the patient population, 13 variables
were selected: attendance, social functioning, age, sex,
race or ethnic group, education, Public Aid, year of entry,
living arrangement, distance from meetings, concurrent
treatment, prior hospitalization, and weather conditions.
Subjects' attendance was measured for a six month
period, beginning with their initial visit to the club, and
based on distribution of the total population, the subjects
were grouped according to level of attendance.

Social

functioning was measured with the SFI, and based on distribution of subjects evaluated, these same subjects were
grouped according to level of social functioning.

Subjects

were described on the basis of the above mentioned variables, and then the low, average, and high attendance
groups and the low, average, and high social functioning
groups, analyzed for significant differences within these
groups relative to the same above mentioned variables.
Operational processes were divided into organization and function.

Organizational procedures were identi-

fied, and functional developments were discussed relative
to: staff interest, staff interaction at club meetings,
inter-staff communication, continuity in meeting time,
clubroom environment, and content of meetings.
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An Analysis of Characteristics of Attendees
in a Therapeutic Social Club
Conclusions
A self contained therapeutic social club which unselectively recruited all aftercare patients in its catchment area, indicated no significant population characteristics which differentiated the subjects on the basis of
attendance, except for age and living arrangement.

Nor was

there a significant relationship between the SFI scores and
variables examined.

In other words, level of attendance

and level of social functioning were examined relative to
each other and to each of the following: sex, race or ethnic group, education, Public Aid, distance from meetings,
concurrent treatment, prior hospitalization, and weather
conditions, and found to be statistically unrelated.

Atten-

dance and year of entry tended to be related, but were not
highly significant.

Social functioning and year of entry

were not statistically related.
The significant relationships between attendance,
age and living arrangements, are interesting but perhaps
not substantive since they represent only two significant
correlations among 23 relationships examined and could be
expected by chance.

However, it is of practical interest

to note that older subjects attended the club more often
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than younger subjects, and boarding home residents attended
more frequently than patients living with families.

This

might suggest that older people and boarding home residents
are more likely to utilize the club for contact than patients living with families, because of greater need and
fewer resources.
Although a relationship existed between level of
attendance and year of entry, it is not highly significant.
Nonetheless, it is of some value to consider that first
year entrants are more likely to be high attendees than are
new entrants in succeeding years.

This may suggest that

therapeutic social clubs will recruit their highest attendees in the first year of operation.
Discussion of Recruitment
Over half the club's membership was recruited during the first year.

This does not seem unusual since it is

reasonable to assume that first year recruits came from an
accumulated pool of previously unsolicited aftercare patients, whereas new recruits in the second and third years
were generated from current hospital releases.

However,

first year recruits had the highest mean individual attendance of all new members in three years and the progressive
decrease in mean individual attendance in succeeding years
was statistically significant.

This, and the somewhat sig-

nificant relationship between frequency of high attendees
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and the first year, suggest the possibility of a core group
among first year recruits.

These patients joined during

initial stages of a new program and, along with staff, developed the substance and format of the club.

To attend a

new group which has no precedent, may well be different
than attending a group which has a history.

In this light,

the personal investment of first year recruits may have
facilitated their higher attendance, along with a sense of
belonging to the group.
Many first year recruits continued to reappear at
the club throughout the three year study, while succeeding
new recruits reappeared infrequently.

If a core group de-

veloped among first year recruits, their presence as established members, may possibly have discouraged new members from initially attending more frequently (as indicated
in individual six month attendance periods), together with
diminished recontact at subsequent times.
It is also interesting to note that the proportion
of average attendees for each of the years was not substantially different, i.e., the first year had 46%; the second,

55%; and the third, 56%.

This fairly consistent average

proportion existed even though year of entry affected high
attendance to some extent.

The consistency of the average

proportion might suggest that the club was used by these
aftercare patients as only short term, transitional linkage
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between hospital and community.
Reasons for one time attendees are not known.

Of

the 29 subjects in the study not rated on the SFI, 17 were
one time attendees.

This group, which was the low atten-

dance group, indicated no substantive characteristics to
differentiate it from the remaining population.

Therefore,

it is only speculation to imagine the following: perhaps
one time attendees had second thoughts about identifying as
ex-mental patients; possibly they were repelled by the people who appeared at the club; maybe they were frightened by
contact with people; or perhaps they assimilated themselves
back into the regular community and did not need social
contact through the mental health center.
Recommendations
Unselective recruitment.

It is important to note

that the therapeutic social club reached patients who have
a variety of different attendance needs and varying levels
of social functioning.

Therefore, unselectivity is pro-

bably the best recruitment approach.

It is recommended

that the same amount of effort be expended in recruiting
all aftercare patients as potential participants in a therapeutic social club.
Time limits for therapeutic socialization programs.
It is also recommended that mental health centers seriously

8J
consider the advantages of time limits for specific socialization programs.

Limited time for a program may capitalize

on the high attendance a new social program may generate,
and prevent the possible decreasing attendance of later
entrants.
Extended validation of SFI.

Relative to the SFI,

it is recommended that the instrument be further validated
as a discriminator of social functioning through establishing concurrent and predictive validity.
Additional recommendations from objective data.
Recommendations relative to other data in the study are: to
refine the measurement of weather conditions and then compare it with a high attendance group; to delineate characteristics of the population of a therapeutic social club
by year of entry; and to compare subjects' continuing
attendance at the club by year of entry.
Guidelines from subjective data.

Based on subjec-

tive data discussed in Chapter III, the guidelines on
pages 84 to 91, are presented as concluding recommendations
which may facilitate the organization and operation of a
therapeutic social club.
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GUIDELINES
Introduction
A self contained therapeutic social club which unselectively recruited aftercare patients for three years,
was analyzed relative to organizational and functional processes.

From these, suggestions were developed in three

operational areas: club functioning, staff functioning, and
geographic location of meetings.
Limitations and cautions in the practice of therapeutic socialization were based on experiences in operating
a therapeutic social club, and on recommendations from
other practitioners in the field.

Conclusions were deve-

loped from the experience of the study's therapeutic social
club.
Suggestions in Operating a Therapeutic Social Club
Club Functioning
The experience of the study's club emphasized these
suggestions, substantiated by other practitioners in the
field.
1.

The club is a cooperative endeavor for both patients
and staff.

Staff is to do for clients only those things

they are unable to get clients to do for themselves and
the club (Bierer, 1969, p. 164).
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2.

No structured activities are to be involuntarily imposed upon patients or staff members (Scott, 1969,
p. 191; Silverman, 1967, p. 205).

J.

Staff interest in client's welfare is to be expressed
without implying expectations for behavior (Ruesch,
1967, p. 192).

4.

Staff is to blend into the group in physical appearance, activity, and equalitarian interaction (Rapoport,
1960, p. 275).

5. Decision making power is to be delegated honestly.
When patients are given the power to make decisions
about club operation, their decisions are to be honored
(Stainbrook, 1967, p. 1300).
6.

Patients determine for themselves the length of time
they wish to be members (Schwartz and Schwartz, 1964,
P• 306).

7.

Provision for repetitive meetings can be supportive
when depressive reactions follow an enjoyable activity
(Muller, 1971, p. 110).

8.

The meetings are for socialization, not medication or
psychotherapy (Brody, 1969, p. 190; Schwartz and
Schwartz, 1964, p. 307).

9.

Activities to meet the current population's needs are
far more relevant than attempts to repeat past successes (Scott, 1969, p. 191).
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10.

Friends and families of members can attend (Blair,

1969, p. 179; Heimler, 1967, p. 155).
11.

Prizes are important for some games; refreshments are
a necessity (Blair, 1969, p. 175; Brody, 1969, p. 188).

12.

If possible, a balance in personalities among patient
members and staff, is desirable (Scott, 1969, p. 192).

Staff Functioning
It is highly probable that staff interest will wax
and wane over a period of time.

Inter-staff communication

is facilitated through ongoing staff meetings in which differences are aired and mutual support encourages desirable
interdependence.

A variety in kinds of staff members can

be productive and their participation should be voluntary.
Geographic Location of Meetings
It is better for the club to emphasize its community orientation by being located outside the mental health
center or hospital (Blair, 1969, p. 175).
clubroom atmosphere must be inviting.

However, the

If it cannot be pro-

vided in the community, then it must be created at the mental health center or hospital.
Limitations and Cautions in Therapeutic Socialization
Socialization therapy is probably not a suitable
treatment for all aftercare patients (Scott, 1969, p. 191).
Some patients and staff may feel threatened by the informal
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and unstructured atmosphere which prevail during club time.
Additionally, some former hospitalized patients may need to
avoid being identified as ex-mental patients (Schwartz and
Schwartz, 1964, pp. 28)-285).

Therefore, patients are not

to be coerced into joining the club, even if they are involved in other aftercare services.

The invitation to join

is to be extended so that patients understand they have a
choice of accepting or rejecting the offer, without either
being a reflection upon them or the staff member giving the
invitation.
During club meetings, staff must be sensitive to
patients' reactions and not push them into activities.

To

promote performances so that club time is more lively, can
be destructive.

Scott (1969, pp. 191-192) noted that an

overorganized environment discouraged those patients who
could not maintain the pace established by others and made
them feel useless; while for all patients involved, it prevented their growth in risk taking and responsibility.
Conclusions
Significance of Therapeutic Socialization
A common behavior, fear and reluctance to involve
themselves with other people, could be observed initially
in many patient members in the study's club.

From the sam-

ple population, two thirds of the patients were not in any
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other kind of interpersonal therapy.

Why can some indivi-

duals sustain repetitive contact in a therapeutic social
club and yet not be participants in individual and group
psychotherapy?

Heimler (1967, p. 119) commented that many

people who have difficulty with verbal communication in
formal interview situations, can communicate more easily in
an informal, social manner.

Lerner (1972, pp. 7-8) stated

that until recently the principle of participatory democracy in milieu therapy has not been applied to psychotics
and poor people.

Aftercare patients in a public mental

health center often are poor people with histories of state
hospitalization for psychotic conditions.

With these

thoughts in mind, it is possible that socialization therapy
through the study's club reached patients, when individual
and group psychotherapy did not, because of the following
dynamics:
1.

The club was informal.

2.

A member elected to be active or passive.

There was no

connotation that either was unhealthy.

J. Traditional therapy may assume an attitude expressed
by these words: "What's wrong with you?" (as seen by
both patient and therapist).

The club was an implied

statement that: "There is something right with you.
You can be given choices, act on your choices, see
other people, do what you want to do."
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4.

The club diminished patient roles.

Members didn't sit

around and talk about being patients.

Rather, they

treated each other as human beings.

5.

The club had more tolerance for unusualness and uniqueness in people than the outside world.

In the club,

these qualities did not get members into trouble.

6.

For some patients, club activity relieved tension at
stressful times by releasing their energy through
acceptable physical and social outlets.

7.

Members became more aware of environments outside their
immediate, small worlds.

They saw other people who

were isolated, who were similar to them.

They were

given an opportunity to see that they had the same
needs for contact as others.
8.

The club was an opportunity to give, both tangibly and
intangibly, to others.

One could assist a physically

handicapped member, bring Bingo prizes and food, say
"hello", etc.
Patient Enrichment
Some patients in the study's club grew in self identification.

When they came to the center, they were recog-

nized by staff and other clients on a first name basis.
Usually, they were able to greet back with first names.
Sometimes, there were increased feelings of belonging among
members, not to the mental health center but rather, to

90
themselves.

Warmth from one club member to another was

apparent along with visible increases in affect in previously long term institutionalized and backward patients.
One past member, during the time he participated in
the club, summed up his feelings this way: "Like, when I
first came here, I was invited by a therapist and I didn't
know what to expect.

And when I came here and I saw every-

body I sort of felt like, yeah, I'm crazy just like the
rest of them.
all.

And • • • But now, I don't feel that way at

Uh--- there, there's some sort of a love feeling

there for everybody.

So many different people did little

things that meant a lot to me.

You can't really iron them

down and say this and that, but • . • I also use it as a
graph.

When I first was here I was very uncomfortable,

hard, I mean really hard.

Now, it's somewhere where I can

go to relax and be with people that are real, more real
than the people you meet outside."
Summary
It can be a great temptation for staff to want to
make outward appearances of the club seem more successful
through organized activities.

However, the really success-

ful therapeutic social club permits an atmosphere in which
dullness and excitement, boredom and activity, disagreement
and agreement, discouragement and hope, simultaneously
exist~

To let the process happen, and to be able to take
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the risk of nothing happening, are key guidelines for any
therapeutic social club.

All this carries a strong message

of reality to patients about life in the outside world.

REFERENCES
American Psychiatric Association. Diagnostic and statistical manual of mental disorders (2nd ed.). Washington,

D. C.: 1968.

Banham, K. A Social Competence Inventory for Adults. Saluda, North Carolina: Family Life Publications, 1960.
Eecker, A., Murphy, N., & Greenblatt, M. Recent advances
in community psychiatry. In A. Bindman & A. Spiegel
(Eds.), Perspectives in community mental health.
Chicago: Aldine Publishing Company, 1969.
Berkowitz, L., & Lurie, A. Socialization as a rehabilitative process. Community Mental Health Journal, 1966,
~

(1),

55-60.

Bierer, J. Survey of social club therapy. In J. Bierer
& R. Evans (Eds.), Innovations in social psychiatry.
London: The Avenue Publishing Co., 1969.
Blair, D. The formation and organization of therapeutic
social clubs. In J. Bierer & R. Evans (Eds.), Innovations in social psychiatry. London: The Avenue Publishing Co., 1969.
Brody, M. Therapeutic social clubs for out-patients. I~
J. Bierer & R. Evans (Eds.), Innovations in social
psychiatry. London: The Avenue Publishing Co., 1969.
Burdock, E., & Hardesty, A. Ward Behavior Inventory.
York: Springer Publishing Company, Inc., 1968.
Caplan, G.,
try. In
textbook
Williams

New

& Caplan, R.

Development of community psychiaA. Freedman & H. Kaplan (Eds.), Comprehensive
of psychiatry (Vol. 2). Baltimore: The
and Wilkins Company, 1967.

Doll, E. Vineland Social Maturity Scale. Circle Pines,
Minnesota: American Guidance Service, Inc., 1965.
Fisher, T., Nackman, N., & Vyas, A. Aftercare services in
a family agency. Social Casework, 197J, ~ (J), 131-141.
Friedman, J. An organization of ex-patients in a psychiatric hospital. Disorders of Nervous System, 19o1, 22,

645-647.

92

9J
Goertzel, V., Beard, J., & Pilnick, S. Fountain house
foundation: case study of ex-patients' club. Journal of
Social Issues, 1960, 16 (2), 54-61.
Hedlund, J. An automated patient behavior checklist.
Journal of Applied Psychology, 197J, 2§, (3), 393-396.
Heimler, E. Mental illness and social work.
guin Books, 1967.

Engla.nd: Pen-

Houpt, J., Astrachan, B., Lipsitch, I., & Anderson, C.
Re-entry groups: bridging the hospital-community gap.
Social Psychiatry, 1972, 1, 144-149.
Jones, M. Introduction. In R. Rapoport, Community as
doctor. Springfield, Illinois: Charles C Thomas, 1960.
Krebs, R. Using attendance as a means of evaluating community mental health programs. Community Mental Health
Journal, 1971, 1 (1), 72-77.
Lamb, H., & Goertzel, V. Discharged mental patients: are
they really in the community? Archives of General Psychiatry, 1971, 24 (1), 29-34.
Lamb, H., & Goertzel, V. High expectations of long-term
ex-state hospital patients. American Journal of Psychiatry, 1972, 129 (4), 471-475·
Lamb, H., & Goertzel, V. The demise of the state hospital:
a premature obituary? International Journal of Psychiatry, 1973, 11 (2), 239-256.
Lerner, B. Therapy in the ghetto.
Hopkins University Press, 1972.

Baltimore: The Johns

Low, A. Mental health through will-training.
Christopher Publishing House, 1967.
Man, P. The uses of a therapeutic social club.
Mental Health, 1970, 18 (2), 18-20.

Boston:
Canada's

Masnik, R., Bucci, L., Isenberg, D., & Normand, W. "Coffee
and • • • ": a way to treat the untreatable. American
Journal of Psychiatry, 1971, 128 (2),_ 164-167.
Mendel, W. Lepers, madmen-- who's next?
Bulletin, 1974, 11, 5-8.

Schizophrenia

94
Mora, G. History of psychiatry. In A. Freedman & H. Kaplan
(Eds.), Comprehensive textbook of psychiatry (Vol. 1).
Baltimore: The Williams and Wilkins Company, 1967.
Morgan, D., Crawford, J., & Frenkel, S. An automated patient behavior checklist. Journal of Applied Psychology,

1973, 2§ (3). 393-396.

Moss, F., Hunt, T., & Omwake, K. Social Intelligence Test.
Washington, D. C.: Center for Psychological Service,

1949.

Muller, D. Post-camping depression: a lethal possibility.
American Journal of Psychiatry, 1971, 128 (1), 109-111.
Olshansky, S.

369.

O'Morrow, G.
litation.

Social life.

Mental Hygiene, 1962, 46, 361-

Recreation counseling: a challenge to rehabiRehabilitation Literature, 1970, 11 (8),

226-233·
Parras, A. The lounge: treatment for chronic schizophrenics. Schizophrenia Bulletin, 1974, 11, 93-96.
Pattison, E. The relationship of the adjunctive and therapeutic recreation services to community mental health
programs. American Journal of Art Therapy, 1969, 2 (1),

3-14.

Rapoport, R. Community as doctor.
Charles C Thomas, 1960.

Springfield, Illinois:

Rawls, J. Toward the identification of readmissions and
non-readmissions to mental hospitals. Social Psychiatry,

1971, 6 (2), 58-61.
Ruesch, J. Social communication. In A. Freedman & H. Kaplan (Eds.), Comprehensive textbook of psychiatr; (Vol. 1)
Baltimore: The Williams and Wilkins Company, 19 7.
Sanders, R. New manpower for mental hospital service. In
E. Cowan, E. Gardner, & M. Zax (Eds.), Emergent approaches to mental health problems. New York: AppletonCentury-Crofts, 1967.
Schwartz, M., & Schwartz, C. Social approaches to mental
patient care. New York: Columbia University Press, 1964.

95
Scoles, P., & Fine, E. Aftercare and rehabilitation in a
community mental health center. Social Work, 1971, 16

(J), 75-82 . .

Scott, P. The dangers of social club therapy. In J. Bierer
& R. Evans (Eds.), Innovations in social psychiatry.
London: The Avenue Publishing Co., 1969.
Silverman, I. Sociology and psychiatry. In A. Freedman &
H. Kaplan (Eds.), Comprehensive textbook of psychiatry
(Vol. 1). Baltimore: The Williams and Wilkins Company,
1967.
Stainbrook, E. The hospital as a therapeutic community. In
A. Freedman & H. Kaplan (Eds.), Comprehensive textbook
of psychiatry (Vol. 2). Baltimore: The Williams and
Wilkins Company, 1967.
Stanton, A., & Schwartz, M.
Basic Books, 1954.

The mental hospital.

New York:

Strauss, E. Introduction to therapeutic social clubs. In
·J. Bierer & R. Evans (Eds.), Innovations in social psychiatry. London: The Avenue Publishing Co., 1969.
Vitale, J., & Steinbach, M. Prevention of relapse of
chronic mental patients: a 6 month follow-up. International Journal of Social Psychiatry, 1965, 11, 85-95.
Wagner, F. Suicide prevention and social clubs. International Journal of Social Psychiatry, 1965, 11, 1t7119.
Waxenberg, s., & Fleischl, M. Referring therapists' impressions of a therapeutic social club. International
Journal of Social Psychiatry, 1965, 11, 173-179·
Wechsler, H. The ex-patient organization summary.
of Social Issues, 1960, 16, 47-5J.

Journal

Weston, W. Development of community psychiatry concepts.
In A. Freedman, H. Kaplan, & B. Sadock (Eds.), Comprehensive textbook of psychiatry (Vol. 2) (2nd ed.).
Baltimore: The Williams and Wilkins Company, 1975.
Winston, A., Papernik, D., Breslin, L., & Tremblath, P.
Therapeutic club for formerly hospitalized psychiatric
patients. New York State Journal of Medicine, 1972, 1£
(24), J027-J029.

Wolkon, G. Characteristics of clients and continuity of
care into the community. Community Mental Health
Journal, 1970, 2 (3), 215-221.
Wolkon, G., Karmen, M., & Tanaka, H. Evaluation of a
social rehabilitation program for recently released
psychiatric patients. Community Mental Health Journal,
1971, 1 (4), 312-322.

APPENDIX I

97
DEVELOPMENTAL SFI: COMPONENTS WITH DESCRIPTIVE ITEMS

Component 1: Interest/Alertness
Item Number

Descriptive Item

5

When spoken to, answers minimally or not at
all • • • Responds easily when spoken to

9

Facial expression not apparently relating to
feelings • . . Facial expression accurately
reflects feelings both as to kind and intensity

13

Has a blank expression •
in his/her face

27

Does not participate in club activities • . •
Participates in club activities

39

Shows interest only in material relating to
self . • • Shows interest in others concerns
and interests

45

Does not initiate conversation • . • Initiates
conversation

53

Must be directed or urged to take part in club
activity • • . Suggests activities for self or
group

•

• Shows expression

Component 2: Energy

7

Seems tense during club meetings • . • Appears
to be at ease

19

Movements appear poorly coordinated • • •
Movements efficiently directed to activity

34

Is inappropriate in his/her speed of movements • • • Speed of movements appropriate to
activity

. 46

Appears guarded during club meetings • . •
Appears to be at ease
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Item Number

55

Descriptive Item
Avoids interaction with staff members
Readily interacts with staff members

•

0

0

Component 3: Verbal Communication
1

Constantly seeks attention o o o Is content
with customary recognition and attention

6

Has little or no sense of humor
priate sense of humor

8

Intonation of speech monotonous
fluctuations of intonation

0

0

0

Appro-

0

0

•

Pleasing

10

Frequently attacks others verbally in a hostile manner o o o Does not exhibit this
behavior

20

Does not stand up for self
quately protect self

21

Conversation incoherent, has difficulty in
identifying his/her subject and following
his/her train of thought . o o Conversation
coherent, subject well developed and elaborated

28

Flow or rate of speech inappropriate
Flow or rate of speech appropriate

29

Tactless o o o Possesses tact in difficult,
pressured social situations

35

Never talks about self
about self

40

Stands too close to people when talking with
them o o o Appropriate spatial distance with
others when talking to them

47

Uses language shocking or unacceptable to
group o o o Appropriate language

49

Is excessively compliant or passive o o
appropriately assertive and aggressive

54

Volume of voice too loud for social condition
• • • Appropriate volume

o

o

o

o

o

o

Does ade-

o

•

o

Informative

o

Is
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Item Number

Descriptive Item

57

Talks too much about self • • • Does not exhibit this behavior

58

Bores others with content of speech • • • Is
able to hold listener's interest

Component 4: Non-Verbal Communication
11

Frightens others with action . • • Does not
exhibit this behavior

JO

Behavior often includes destruction which does
not seem deliberate • • • Does not exhibit
this behavior

41

Behavior often includes destruction which
seems deliberate • • • Does not exhibit this
behavior

Component 5: Contact with People
2

Keeps eyes averted or head bowed down • • •
Tolerates eye contact

12

Withdraws from people • • • Does not withdraw
from people

26

Stares at people excessively • • • Does not
exhibit this behavior

37

Seems to ignore people or objects around
him/her • • • Seems aware of people and/or
objects

48

Acts fearful with others • • • Does not act
fearful with others

Component 6: Self Control

J

14

Gets irritated easily, has short patienc~,
intolerant of others • • • Shows good tolerance for others
Interrupts others when they have the spotlight
• • • Permits others to have such attention

100

Item Number

Descriptive Item

25

Cannot delay gratifications • . • Is able to
share, delay gratifications

J6

Skips from one project to another • . • Gives
self opportunity to experience the project
before moving on

Component 7: Directness

4

Cannot express satisfaction received from participating in activities . • . Is able to express such satisfaction

. . . Can

2J

Cannot express caring for others
care for others

42

Is sarcastic and/or indirect in expressing
anger • • • Can openly and appropriately express anger

50

Rejects caring from others • • • Can receive
caring from others

Component 8: Appropriateness

15
17

Has rigid posture • • • Has flexible posture
Seems to be distracted by voices or other stimuli not perceived by others . • • Relatively
free of such diversions

24

Body, or parts of body, in constant motion • ,
Movements not agitated

Jl

Weeps excessively . • . Appropriate crying

JJ

Acts bewildered, confused, doesn't know where
or who he/she is or what the situation is . . .
Knows who he/she is, where he/she is, and what
the situation is

4J

Laughs excessively • • • Appropriate laughing

51

Doesn't like people, feels they are against
him/her • • • Generally free of suspicion
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Item Number

Descriptive Item

52

Inappropriate touching of others . . . Appropriate touching

Component 9: Awareness of Club Structure

16

Hoards things or food from club • • • Does not
hoard

38

Comes to club meetings after excessive drinking • • • Does not show up when actions would
reflect excessive drinking

44

Does not respect club rules (e.g., playing
ping pong during a business meeting) . • •
Respects club rules

Component 10: Hygiene
. . Looks clean

•

18

Looks dirty

22

Has offensive body odor • • • Does not offend
with body odor

32

Clothes are sloppy or untidy • • . Clothes are
tidy and neat

56

Clothes are bizarre . . . Clothes are not
bizarre

APPENDIX II

102

SOCIAL FUNCTIONING INDEX
SFI

Directions:

Each item describes deficient and adequate behavior in one observable area. Adequate behavior is defined as that which usually occurs in
the social interactions of functioning individuals, i.e., it is a culturally approved, often
learned, behavior, which eases one's ability to
interact with and be socially acceptable to
others.
A five point scale accompanies each deficientadequate behavior statement. You are to assess
the patient's overall performance in each item,
i.e., as you saw the patient behave in multiple
social situations during his/her time of attendance in the club.

A score of 5 indicates the patient was always deficient in
that particular area. Adequate behavior was
absent.
A score of 4 indicates behavior was more often deficient
than adequate.
A score of 3 indicates a neutral position, sometimes deficient, sometimes adequate.
A score of 2 indicates behavior was more often adequate than
deficient.
A score of 1 indicates behavior was always adequate.
cient behavior was absent.

Defi-
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SOCIAL FUNCTIONING INDEX
SFI

Patient
Rater

-----------------------------------------------------

-------------------------------------------------------

Date of Rating ---------------------------------------------Attendance Period for Patient
To Rater
Answer YES or NO:

-------------------------------

Do you believe you know this ~atient
sufficiently to evaluate his/her social
functioning?

Circle One Number
1.

2.

J.
4.

Constantly seeks attention-----Is
content with customary recognition
and attention • • • • • . • • . •

5

4

J

2

1

Keeps eyes averted or head bowed
down-----Tolerates eye contact

...

5

4

J

2

1

Gets irritated easily, has short
patience, intolerant of others----Shows good tolerance for others • • •

5

4

J

2

1

Cannot express satisfaction received
from participating in activities---Is able to express such satisfaction.

5

4

J

2

1

not at all-----Responds easily when
spoken to • • • • • • • • • • • • • •

5

4

J

2

1

Has little or no sense of humor----Appropriate sense of humor . • . • •

5

4

J

2

1

5

4

J

2

1

5. When spoken to, answers minimally or
6.

7. Seems tense during club meetings-----

- Appears to be at ease • • . • • • • •

1.04

8.

10.
11.

12.

13.
14.

Circle One Number
Intonation of speech monotonous----Pleasing fluctuations of intonation .5
4
2
1
3
Frequently attacks others verbally in
a hostile manner-----Does not exhibit
this behavior • • • • • • . • • • • .5

4

3

2

1

Frightens others with actions----Does not exhibit this behavior . • • • 5

4

3

2

1

Withdraws from people-----Does not
withdraw from people . • • . • • • • • 5

4

3

2

1

Has a blank expression-----Shows expression in his/her face . • • • • • 5

4

3

2

1

Interrupts others when they have the
spotlight-----Permits others to have
such attention • . • • • • . • • • . 5

4

3

2

1

Has rigid posture-----Has flexible
posture • • • • • • • • • • • • • • • 5

4

3

2

1

.5

4

3

2

1

Seems to be distracted by voices or
other stimuli not perceived by others-----Relatively free of such diversions • • • • • • • • • • • • • .5

4

3

2

1

15. Hoards things or food from club----Does not hoard

16.

• • • • • • . • • •

17.

Looks dirty-----Looks clean , • • •

.5

4

3

2

1

18.

Movements appear poorly coordinated-Movements efficiently directed to
activity • • • • • • • • • • • • • • 5

4

3

2

1

. adequately protect self • • • • • • • 5

4

3

2

1

Conversation incoherent, has difficulty in identifying his/her subject and
following his/her train of thought--Conversation coherent, subject well
developed and elaborated . • • • . . • 5

4

3

2

1

Has offensive body odor-.----Does not
offend with body odor • • • • • • • .5

4

3

2

1

19.. Does not stand up for self-----Does
20.

21.
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22.

23.
24.

25.
26.

27.
28.

29.

JO.

J1.

J2.
JJ.

)4.

Cannot express caring for others--Can care for others • • • • • • • •

Circle One Number

5

4

2

1

Stares at people excessively----Does not.exhibit this behavior • .

5

4

2

1

Does not participate in club activities-----Participates in club
activities • • • • • • • • • • • •

5

4

2

1

Flow or rate of speech inappropriate
-----Flow or rate of speech appropriate . . . . . . . . . . . . . . 5

4

2

1

Tactless-----Possesses tact in difficult, pressured social situations • 5

4

2

1

Behavior often includes destruction
which does not seem deliberate----Does not exhibit this behavior. • •

5

4

2

1

Clothes are sloppy or untidy----Clothes are tidy and neat • • . • •

5

4

2

1

Acts bewildered, confused, doesn't
know where or who he/she is or what
the situation is-----Knows who he/
she is, where he/she is, and what
the situation is . • • • ~ • • • •

5

4

2

1

Never talks about self-----Informative about self • • • . • • • • • •

5

4

2

1

Skips from one project to another
-----Gives self opportunity to experience the project before moving
on . . . . . . . . . . . . . . . .

5

4

2

1

Seems to ignore people or objects
around him/her-----Seems aware of
people and/or objects • • • • • • •

5

4

2

1

Comes to club meetings after excessive drinking-----Does not show up
when actions would reflect excessive drinking • • • • . • • • • • •

5

4

2

1

Shows interest only in material relating to self-----Shows· interest
in others' concerns and interests •

5

4

2

1
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35. Stands too close to people when

talking with them-----Appropriate
spatial distance with others when
talking with them • • • • • • • • •

36.
37.
38.
39.
40.
41.
42.

43.

44.
45.

46.
47.

48.

Circle One Number

5

4

3

2

1

Behavior often includes destructions
which seems deliberate-----Does not
exhibit this behavior • . • • • • • 5

4

3

2

1

Is sarcastic and/or indirect in expressing anger-----Can openly and
appropriately express anger • . • •

5

4

3

2

1

Laughs excessively-----Appropriate
laughing • • . • • • • • • • • • •

5

4

3

2

1

Does not respect club rules (e.g.,
playing ping pong during· a business
meeting)-----Respects club rules. •

5

4

3

2

1

Does not initiate conversation----Initiates conversation. . • • • • •

5

4

3

2

1

Appears buarded during club meetings
-----Appears to be at ease • • • • 5

4

3

2

1

Uses language shocking or unacceptable
to group-----Appropriate language • 5

4

3

2

1

Acts fearful with others-----Does not
act fearful with others • • • • • • 5

4

3

2

1

Is excessively compliant or passive
-----Is appropriately assertive and
aggressive • . . • • • • . • • • •

5

4

3

2

1

Rejects caring from others-----Can
receive caring frqm others. • • • •

5

4

3

2

1

Doesn't like people, feels they are
against him/her-----Generally free
of suspicion • • • • • • • • • • •

5

4

3

2

1

Must be directed or urged to take
part in club activity-----Suggests
activities for self or group. • • •

5

4

3

2

1

Volume o£ voice too loud for social
condition-----Appropriate volume. •

5

4

3

2

1

49.

50.
51.

Avoids interaction with staff members-----Readily interacts with
staff members
• •
• • • •

.... .
Clothes are bizarre-----Clothes are
not bizarre . • • . • . . . • • . •
Talks too much about self-----Does
not exhibit this behavior • . . • •
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Circle One Number

5

4

J

2

1

5

4

J

2

1

5

4

J

2

1
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Name of Rater
Date of Rating

---------------------

SOCIAL FUNCTIONING INDEX
SF!
Questionaire for Content Validity

Directions:

Each of the following items describes a behavior pattern which ranges from deficiency to
adequacy. The Social Functioning Index (SF!)
in final form will carry a rating scale. However, this questionaire is concerned only with
content validity, i.e., whether or not you believe the total content of each item defines
aspects of social functioning pertinent to
aftercare patients living in the community and
participating in a therapeutic social club.
If you believe the content is valid, check
"Yes" after that particular item. If you believe the content is not valid, check "No"
after that particular item.

Yes
1.

Constantly seeks attention-----Is content with
customary recognition and attention • • • • •

2.

Keeps eyes averted or head bowed down-~---Tol
erates eye contact • • • • • • • • • • • • •

J.

Gets irritated easily, has short patience,
intolerant of others-----Shows good tolerance
for others • • • • • • • • • • • • • • • • •

4.

Cannot express satisfaction received from
participating in activities-----Is able to
express such satisfaction • • • • • • • • •

S·

When spoken to, answers minimally or not at
all-----Responds easily when spoken to • • •

No
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6.

Yes
Has little or no sense of humor-----Appropriate sense of humor • • • • • • • • • • • •
Seems tense during club meetings-----Appears
to be at ease
• • • • • • • • • • • • • • •

a.

Intonation of speech monotonous-----Pleasing
fluctuations of intonation • • • • • • • • •
Facial expression not apparently relating to
feelings-----Facial expression accurately reflects feelings both as to kind and intensity

10.

Frequently attacks others verbally in a hostile manner-----Does not exhibit this behavior

11.

Frightens others with actions-----Does not
exhibit this behavior
•••••••••••

12.

Withdraws from people-----Does not withdraw
from people . • • • • • • • • • • • • • • • •

1J.

Has a blank expression-----Shows expression
in his/her face
• • • • • • • • • • • • •

14.

Interrupts others when they have the spotlight-----Permits others to have such attention
• • • • • • • • • • • • • • • • • •

15. Has rigid posture-----Has flexible posture ••
16.

Hoards things or food from club-----Does not
hoard
. . . . . . . . . . . . . . . • . . .

17. . Seems to be distracted by voices or other stimuli not perceived by others-----Relatively
free of such diversions • • • • • • • • • • •

18.

Looks dirty-----Looks clean • • • • • • • • •

19.

Movements appear poorly coordinated-----Movements efficiently directed to activity • • •

20.

Does not stand up for self-----Does adequately protect self • • • • • • • • • • • • • •

No
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Yes
21.

Conversation incoherent, has difficulty in
identifying his/her subject and following
his/her train of thought-----Conversation
coherent, subject well developed and elaborated . . . . . . . . . . . . . . . . . . .

22.

Has offensive body odor-----Does not offent
with body odor . • •
• •••••••••

23.

Cannot express caring for others-----Can care
for others o • • • • o • o • • • • o • • • •

24.

Body, or parts of body, in constant motion--Movements not agitated o o o o o o o • • • •

25.

Cannot delay gratifications-----Is able to
share, delay gratifications
••••••••

26.

Stares at people excessively-----Does not exhibit this behavior
•• o • • o • • o • o o

27.

Does not participate in club activities----Participates in club activities o o o • • • •

28.

Flow or rate of speech inappropriate-----Flow
or rate of speech appropriate
o
•
o
o
o
o
•

29.

Tactless-----Possesses tact in difficult, pressured social situations
o
o
o
o
o
••
o
•
o

30o

Behavior often includes destruction which does
riot seem deliberate-----Does not exhibit this
behavior o • • • • o o o o • o o o o o o o o

31.

Weeps excessively-----Appropriate crying

32o

Clothes are sloppy or untidy-----Clothes are
tidy and neat o o o • o o o o o o o o o • • o

0

•

33· Acts bewildered, confused, doesn't know where

or who he/she is or what the situation is---Knows who-he/she is, where he/she is, and what
the situation is

..............

34.

Is inappropriate in his/her speed of movements
-----Speed of movements appropriate to activity___

35o

Never talks about self-----Informative about
self

. . . . . . . . . . . . . . . . . . . .

No
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36.

Skips from one project to another-----Gives
self opportunity to experience the project
before moving on . • • • • • • • • • • • • •

37.

Seems to ignore people or objects around him/
her-----Seems aware of people and/or objects

38.

Comes to club meetings after excessive drinking-----Does not show up when actions would
reflect excessive drinking . • • • • • • • •

39.

Shows interest only in material relating to
self-----Shows interest in others' concerns
and interests
• • • • • . • • • • • • • • •

40.

Stands too close to people when talking·with
them-----Appropriate spatial distance with
others when talking to them • • • • • • • • •

41.

Behavior often includes destruction which
seems deliberate-----Does not exhibit this
behavior . • • • • . • • • . • • • • • • . •

42.

Is sarcastic and/or indirect in expressing
anger-----Can openly and appropriately express anger • . . • • . • • • • • • • • • • •

43.

Laughs excessively-----Appropriate laughing .

44.

Does not respect club rules (e.g., ~laying
ping pong during a business meeting)----Respects club rules • • • • • • • • • • • • •
Does not initiate conversation-----Initiates
conversation • • • • • • • • • • • • • • • •

46.

Appears guarded during club meetings----Appears to be a_t ease
. • • • • • • • ~. • •
Uses language shocking or unacceptable to
group-----Appropriate language , • • • •

..

48.

Acts fearful with others-----Does not act
fearful with others • • • • • • • • • • • • •

49.

Is excessively compliant or passive-----Is
appropriately assertive and aggressive • • •

Yes

No
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50.

Rejects caring from others-----Can receive
caring from others • • • • . • • • • • • • •

51.

Clothes are bizarre-----Clothes are not
bizarre
• • • • • • • • • • • • • • •

•

0

•

52.

Doesn't like people, feels they are against
him/her-----Generally free of suspicion
• .

53.

Inappropriate touching of others-----Appropriate· touching • • . • • • • • • • • • • • •

54. Must be directed or urged to take part in club
activity-----Suggests activities for self or
group

. . . . . . . . . . . . . . . . . . • .

55.

Volume of voice too loud for social condition
-----Appropriate volume • • • • • • • • ~ • •

56.

Avoids interaction with staff members----Readily interacts with staff members . . • •

57.

Talks too much about self-----Does not exhibit this behavior . • • • • • • • • • • • • •

58.

Bores others with content of speech-----Is
able to hold listener's interest • • • • • •

Yes

No

APPENDIX IV
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ITEMS ELIMINATED FROM SFI
Based on an item analysis of inter-rater reliability (see Table 2) for the original 58 items in the SFI, the
following 7 items were deleted from the final instrument.

9.

Facial expression not apparently relating to feelings-Facial expression accurately reflects feelings both as
to kind and intensity

24.

Body, or parts of body, in constant motion-----Movements not agitated

25.

Cannot delay gratifications-----Is able to share, delay gratifications

31.

Weeps excessively-----Appropriate crying

34.

Is inappropriate in his/her speed of movements----Speed of movements appropriate to activity

52.

Inappropriate touching of others-----Appropriate
touching

58.

Bores others with content of speech-----Is able to
hold listener's interest
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SF! COMPONENT SCORES: NOT ADJUSTED FOR RATER BIAS

Data Key:

Component 1 Interest/Alertness
Component 2 Energy
Component 3 Verbal Communication
Component 4 Non-Verbal Communication
Component 5 Contact with People
Component 6 Self Control
Component 7 Directness
Component 8 Appropriateness
Component 9 Awareness of Club Structure
Component 10 Hygiene

Scoring:

5 indicates the patient was always deficient in
that particular area.
absent.

Adequate behavior is

4 indicates behavior was more often deficient
than adequate.

3 indicates a neutral position: sometimes deficient, sometimes adequate.

2 indicates behavior is more often adequate than
deficient.
1 indicates behavior is always adequate.
cient behavior is absent.

ID No. of
No. Raters

1

2

3

Components
4
6
5

Defi-

7

8

9

10

002

2

J.5 2.5

2.0

1.0

3.0

1.5

2.5

2.0

1.0

1.0

004

3

J.O

3.3

J.O

1.7

J.O

2.0

3.J

J.O

1.0

1.7

007

2

J.5

4.0

J.O

2.0

J.5

2.5

J.5

J.5

2.0

2.5

008

4

2.0

2.5

1.8

1.J

2.5

1.8

2.8

1.8

1.0

1.0

009

1

4.0

4.0

2.0

1.0

J.O

2.0

J.O

2.0

1.0

J.O
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ID No. of'·

No. Raters

1

2

J

Components
4
6
5

7

8

9

10

010

2

J.5

J.5

2.5 1.0 J.O 1.5 2.5

011

4

J.8

J.O

2.J

1.0

J.J

1.5

J.J

1.5

1.0

1.J

012

1

2.0

2.0

1.0

1.0

1.0

1.0

1.0

2.0

1.0

1.0

01)

4

1.0

1.8

1.5

1.0

1.5

1.5

1.5

1.J

1.0

1.J

014

J

2.J

2.J

1.J

1.0

2.J

1.6

2.7

2.0

1.0

1.0

015

J

2.J

2.J

2.J

1.7

2.0

2.0

2.0

2.0

1.J

1.J

017

4

2.0

2.J

J.O

1.5

1.5

J.O

2.J

2.5 1.5 J.O

018

J

J.O

J.O

2.0

1.0

2.7

2.J

2.J

2.0

1.J

1.J

019

1

4.0

J.O

2.0

1.0

J.O

1.0

2.0

2.0

1.0

2.0

020

J

4.0

4.0

2.J

1.0

J.7

2.0

J.7

2.7

1.0

1.7

021

2

J.5

J.5

2.5

2.0

J.5

J.O

J.O

J.5

1.5

1.5

022

J

2.7

J.7

2.7

1.0

J.O

2.0

2.0

2.7

1.0

J.7

024

1

4.0

4.0

J.O

1.0

J.O

2.0

4.0

J.O

1.0

2.0

025

J

2.7

2.7

2.0

1.J

2.7

1.7

2.J

1.7

1.0

1.7

026

J

2.J

2.7

2.J

1.0

2.0

2.0

2.J

2.J

1.J

1.7

028

2

2.0

2.0

2.0

1.0

2.0

2.0

2.0

1.5

1.5

1.5

0)1

4

2.5

2.0

2.J

1.0

2.0

1.8

2.0

2.J

1.0

1.5

OJ2

1

4.0

J.O

J.O

1.0

J.O

2.0

4.0

J.O

1.0

J.O

OJJ

4

2.0

1.8

2.8

1.0

1.5

2.J

1.5

1.5

1.J

1.J

OJ5

1

J.O

J.O

2.0

1.0

2.0

2.0

J.O

2.0

1.0

2.0

OJ7

4

2.5

2.8

2.0

1.0

2.5 1.8

2.J

1.8

1.J

1.8

OJ8

4

2.J

2.5

J.O

2.5 1.8 J.J

2.8

2.8

J.O

J.8

OJ9

J

2.7

J.O

J.O

1.0

2.7

2.J

1.0

1.7

2.J

J.O

2.5 1.0 J.5
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ID

No. of
No. Raters

1

2

3

Components
4
6
5

7

8

9

10

042

4

1.5

2.3

2.0

1.5

1.8

2.5 1.8 2.0 1.0 2.0

043

1

3.0

3.0

3.0

1.0

2.0

1.0

3.0

3.0

1.0

3.0

046

1

4.0

4.0

2.0

1.0

3.0

2.0

2.0

2.0

1.0

2.0

047

3

3.0

3.0

2.0

1.3

3.0

1.7

3.0

2.3

1.0

1.0

048

2

2.5 2.5

2.0

1.0

2.5 1.5 2.0 2.0 1.5 2.0

050

3

1.6

2.3

2.7

1.3

1.7

3-3

3.0

2.0

1.3

1.3

051

1

2.0

2.0

2.0

1.0

1.0

2.0

2.0

1.0

1.0

2.0

052

3

2.7

2.3

2.7

1.3

2.0

2.3

2.0

2.7

3.0

2.7

053

4

3.0

2.8

2.0

1.0

2.8

1.0

2.5

1.8

1.0

1.0

054

3

5.0 4.7 3.0 2.0 4.3

2.7

4.0

3-3

2.0

3·3

057
058

4

4.0

3.5

2.8

1.0

3-5

2.0

3-3

3.0

1.0

1.5

3

2.3

2.7

1.7

1.0

1.7

1.7

1.7

1.3

1.0

1.0

059

1

2.0

2.0

1.0

1.0

1.0

1.0

1.0

1.0

1.0

1.0

060

3

2.3

2.3

2.0

1.3

2.0

1.7

2.3

1.7

1.0

1.3

062

1

4.0

3.0

2.0

1.0

3.0

2.0

3.0

3.0

1.0

1.0

066

4

1.8

1.3

2.0

1.3

1.8

3-3

1.8

1.8

1.8

2.5

068

4

4.3

4.0

2.3

1.0

3.8

1.8

3·3

3·3

1.3

1.3

070

1

4.0

4.0

2.0

1.0

3.0

1.0

3.0- 3.0

1.0

2.0

072

3

3·3

3-7

2.7

2.3

3·3

3.0

3·0

3·3

1.7

4.0

075

3

2.7

3.0

2.0

1.0

3.0

1.7

2.3

1.7

1.0

1.0

076

4

4.0

2.8

2.8

1.0

3·3

1.5

3.0

3·3

1.0

3.0

077

1

3·0

3.0

2.0

1.0

2.0

2.0

3.0

2.0

2.0

2.0

078

3

2.3

2.3

1.7

1.0

1.7

1.7

2.0

2.0

1.0

1.3
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ID No. of

No. Raters

1

2

3

Components
4
6
5

7

8

9

10

079

3

2.0

2.0

2.0

1.3

2.0

2.7

2.7

1.7

1.3

1.3

082

3

3·0

3.0

2.7

1.3

3·3

2.3

2.3

2.7

1.0

1.3

083

1

4.0

3.0

2.0

1.0

3.0

1.0

4.0

3.0

1.0

3.0

084

3

2.0

2.0

1.3

1.3

1.7

2.3

2.0

1.3

1.3

1.7

087

4

1.3

1.5

1.5

1.0

1.3

2.0

1.8

1.3

1.0

1.5

089

3

3·3

3·3

2.3

1.3

3·7

2.3

3.0

2.7

1.0

2.3

090

2

3·0

3.0

2.0

1.0

3.0

1.5

2.5

2.0

1.0

1.0

091

2

2.0

2.0

1.5

1.0

1.5

2.0

2.0

1.5

1.5

1.5

092

4

2.5 1.8

2.5

2.0

2.5 2.5

2.0

3·3

2.5

2.3

093

2

3.0

3.0

2.0

1.0

3.0

3.0

1.5

1.0

1.0

094

4

2.3

2.5 3.0 3·3 2.8 4.0 2.8

2.8

2.8

2.3

096

1

3.0

3.0

2.0

1.0

2.0

1.0

2.0

2.0

1.0

1.0

097

4

1.8

2.0

2.3

3.0

1.8

3.0

2.5 2.0 2.8

2.5

099

1

3.0

3.0

2.0

1.0

3.0

1.0

2.0

1.0

1.0

1.0

102

4

2.3

2.3

2.5 1.5

2.5

2.5 1.8

2.5

1.8

2.5

103

1

2.0

2.0

2.0

2.0

2.0

2.0

2.0

1.0

1.0

105

2

2.5 3.0 2.0 1.0 2.5

2.0

3.0

2.5 1.0 2.0

106

1

4.0

4.0

1.0

3.0

2.0

108

1

4.0

5.0 2.0 1.0 4.0 1.0 3.0 3.0 1.0 1.0

109

1

2.0

3.0

2.0

1.0

2.0

3.0

2.0

2.0

1.0

2.0

110

1

2.0

2.0

1.0

1.0

2.0

1.0

2.0

1.0

1.0

1.0

111

2

2.5

2.5

1.5

1.5

2.5

2.5

3.0

2.0

1.5 2.0

112

3

4.3

3·7

2.7

1.0

3·7

2.3

3.3

3.0

1.0

2.0

2.0

1.0

3.0

1.5

1.0

1.0

2.7
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TABLE 11
LEVEL OF ATTENDANCE BY SEX OF SUBJECT (N=104)
Female
Subject's Attendance No. of
Level
Meetings

Male

N=61 Per Cent N=4.3 Per Cent

Low

N=2.3

1

14

2.3.0

9

20.9

Average

N=5.3

2-10

.30

49.2

2.3

53·5

High

N=28

11-26

17

27.9

11

25.6

~ (2)=.19, p=.91

TABLE 12
LEVEL OF ATTENDANCE BY RACE OF SUBJECT (N=104)
Subject's
Attendance
Level

Black
No. of
Meetings

N=51

Per
Cent

White

N=50

Latino

Per
Cent

N=.3

Per
Cent

Low
N=2.3

1

14

27.5

9

18.0

0

0

Average
N=5.3

2-10

24

47.1

26

52.0

.3

100

11-26

1.3

25.5

15

JO.O

0

0

High
N=28

~(4)=4.JO, p=.J7
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TABLE 13
LEVEL OF ATTENDANCE BY PUBLIC AID STATUS (N=104)
Subject's
Attendance
Level

Yes
No. of
Meetings

No

Unknown

N=58

Per
Cent

N=38

Per
Cent

N=8

Per
Cent

Low
N=23

1

13

22.4

8

21.1

2

-

Average

2-10

25

43.1

23

60.5

5

-

High
N=28

11-26

20

34.5

7

18.4

1

-

N=53

~(2)=3.52, p=.17
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TABLE 14
LEVEL OF ATTENDANCE BY CONCURRENT
Subject's
Attendance
Level

0 Other
No. of
Meetings

TREAT~ffiNT

1 Other

(N=104)

2 Other

3 Other

·Per
Per
Per
Per
N=19 Cent N=55 Cent N=29 Cent N=1 Cent

Low
N=23

1

Average
N=53

2-10

11

High
N=28

11-26

1

10

7 36.8

18.2

6

20.7

0

57.9 26 47.3 15 51.7 1 100
5·3 19 34.5

8

27.6

0

)(~(6)=8.07, p=.23

TABLE 15
LEVEL OF ATTENDANCE BY PRIOR HOSPITALIZATION (N=104)
Subject's
Attendance
Level

0 Other
No. of
Meetings

1 Other

N=8

Per
Cent

N=11

Per
Cent

2 or more
Per

N=85 Cent

Low
N=23

1

3

37·5

2

18.2

18

21.2

Average
N=53

2-10

4

50.0

6

54.5

43

50.6

11-26

1

12.5

3

27.3

24

28.2

High
N=28

0

)G2

(4)=1.67, p=.80

0
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TABLE 16
LEVEL OF ATTENDANCE BY WEATHER SEVERITY (N=104)
Mos. Severe Weather Individual Attendance Periods
0
2
1
4
J
.5
Subject's
Attendance N= Per N= Per N= Per N= Per N= Per N= Per
Level
7 Cent 10 Cent 20 Cent 20 Cent JJ Cent 14 Cent
Low
N=2J

2 28.6

J JO.O

Average
N=.5J

.5 71.4

6 60.0 11 .5.5.0

High
N=28

0

1 10.0

0

6 18.2

.5 J.5.7

8 40.0 17 .51.5

6 42.9

4 20.0 10 ,50.0 10 JO.J

J 21.4

.5 2.5.0

2 10.0

}(:(10)=12.2), p=.27
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TABLE 17
SFI SCORES BY SEX OF SUBJECT (N=75)
Female
N=45 Per Cent

Male
N=30 Per Cent

SFI Score

Range

Low

2.45
to
3-49

13

28.9

8

26.7

2.00
to
2.44

21

46.7

18

60.0

1.25
to
1.99

11

24.4

4

13.3

N=21
Average
N=39
High
N=15

~(2)=1.76, p=.42

TABLE 18
SFI SCORES BY RACE OF SUBJECT (N=75)
Black
White
Latino
N=30 Per Cent N=44 Per Cent N=1 Per Cent

SFI Score

Range

Low

2.45
to
3.49

10

33·3

11

2,5.0

0

0

2.00
to
2.44

13

43.3

25

56.8

1

100

1.25
to
1.99

7

23.3

8

18.2

0

0

N=21
Average
N=39
High
N=15

~(4)=2.24, p=.69
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TABLE 19
SFI SCORES BY PUBLIC AID STATUS (N=75)
Yes
No
Unknown
N=44 Per Cent N=26 Per Cent N=5 Per Cent

SFI Score

Range

Low

2.45
to
).49

1J

29.5

7

26.9

1

-

2.00
to
2.44

22

50.0

14

5J.8

J

-

1.25
to
1.99

9

20.5

5

19.2

1

-

N=21
Average
N=J9
High
N=15

~ (2)=.10, p=.95
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TABLE 20
SFI SCORES BY LIVING ARRANGEMENT (N=75)
Alone
Bd. Home Family
Other
Per
Per
Per
Per
N=12 Cent N=21 Cent N=40 Cent N=2 Cent

SFI Score

Range

Low

2.45
to
3.49

2

16.7

8

)8.1

11

27.5

0

0

2.00
to
2.44

6

50.0 11

52.4

20

50.0

2

100

1.25
to
1.99

4

33-3

2

9.5

9

22.5

0

0

N=21
Average
N=39
High
N=15

~(6)=5.55, p=.48

TABLE 21
SFI SCORES BY CONCURRENT TREATMENT (N=75)
0 Other
1 Other
2 Other
3 Other
Per
Per
Per
Per
N=11 Cent N=44 Cent N=19 Cent N=1 Cent

SFI Score

Range

Low

2.45
to
3-49

1

9.1

14

31.8

6

31.6

0

0

9

81.8

21

47.7

8

42.1

1

100

N=39

2.00
to
2.44

High

·1.25

1

9-1

9

20.5

5 26.3

0

0

N=21
Average

N=15

to
1.99

~~6)=6.08, p=.42
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TABLE 22
SFI SCORES BY PRIOR HOSPITALIZATION (N=75)
SFI Score Range
Low
N=21
Average
N=39
High
N=15

0 Other
2 or more
1 Other
N= 5 Per Cent N= 4 Per Cent N=66 Per Cent

2.45
to
3.49

0

0

1

25.0

20

2.00
to
2.44

3 ·6o.o

1

25.0

35 53.0

1.25
to
1.99

2

40.0

2

50.0

11

30.3

16.7

~(4)=5.34, p= .25

TABLE 23
SFI SCORES BY WEATHER SEVERITY ( N= 75)
Mos. Severe Weather Individual Attendance Periods
0
1
2
3
4
5
SFI

Range

Low

N= Per N= Per N= Per N= Per N= Per N= Per
5 Cent 6 Cent 15 Cent 16 Cent 25 Cent 8 Cent

2.45
to
N=21 3.49

2 40.0

4 66.7

Aver. 2.00
to
N=39 2.44

3 60.0

High 1.25
to
N=15 1.99

0

0

3 20.0

8 32.0

1 12.5

1 16.7 10 66.7

9 56.3 11 44.0

5 62.5

1 16.7

4 25.0

2 25.0

2 13.3

3 18.8

6 24.0

~(10)=9.64, p=.47
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